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Abstract  of  Dissertation  Presented  to  the  Graduate 
Council  of  the  University  of  Florida  in  Partial 
Fulfillment  of  the  Requirements  for  the  Degree  of 
Doctor  of  Philosophy 

A COMPARISON  OF  COGNITIVE  AND  BEHAVIORAL 
SELF-CONTROL  TREATMENTS  OF  DEPRESSION 

By 

J.  Randall  Thomas 
May,  1982 

Chairman:  Jacquelin  Goldman 

Major  Department:  Clinical  Psychology 

A self-control  treatment  of  depression  was  evaluated 
against  a cognitive  treatment  of  depression.  Thirty  de- 
pressed female  volunteer  subjects  were  randomly  assigned 
to  one  of  two  treatment  conditions.  The  self-control  treat- 
ment consisted  of  six  weeks  of  group  therapy  focusing  on  be- 
havioral self-control  principles.  The  cognitive  treatment 
consisted  of  six  weeks  of  group  therapy  with  the  emphasis 
on  identifying  and  altering  irrational  cognitions.  Both 
treatments  produced  significant  reductions  in  depression 
and  overall  level  of  psychopathology  on  the  multiple  depen- 
dent measures  and  there  were  no  differences  between  the 
groups.  There  was  no  effect  due  to  locus  of  control.  These 
results  remained  stable  at  six  week  followup  assessment. 
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Discussion  focused  on  the  common  elements  of  the  treatments 
and  the  implications  for  future  research. 
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CHAPTER  I 
INTRODUCTION 


Depression  is  perhaps  the  most  common  form  of  psycho- 
pathology (Brown,  1974) . Over  12%  of  the  adult  population 
have  had  or  will  have  a depressive  episode  of  clinical  se- 
verity (Schuyler  & Katz,  1973).  It  is  a condition  many  peo- 
ple can  relate  to,  as  most  people  experience  it  to  some  de- 
9r^e  at  some  point  in  their  lives.  Depression  is  a disorder 
whose  seriousness  is  amplified  by  its  close  association  with 
suicide,  a rapidly  spreading  phenomenon  which  takes  approx- 
imately 22,000  lives  annually  (Secunda  et  al. , 1973). 

Numerous  explanations  have  been  forwarded  to  account  for 
this  malady.  Depression  originally  was  termed  melancholia, 
meaning  "black  bile,"  by  ancients  who  felt  the  presence  of 
this  humour  in  the  brain  initiated  the  illness.  Grinker, 

Sabshin,  Nunn,  and  Nunnally  (1961)  point  out  that  dur- 
ing the  Renaissance,  possible  causes  of  depression  included 
magicians,  devils,  God,  diet,  parents,  loss  of  sleep,  impris- 
onment, overeating,  ambition,  prenatal  influences,  and  fogs. 

Kraepelin  (1912)  in  developing  his  nosology  of  mental 
illnesses  during  the  1800's  described  such  depressive  symp- 
toms as  sadness,  dullness,  guilt-feelings  and  apprehension. 
Bleuler  (1911)  focused  on  three  symptoms,  depressed  affect, 
mental  slowing  and  inhibition  of  will.  Freud  and  the  age 


1 


2 


of  psychoanalysis  brought  yet  new  ideas  on  the  mechanisms 
of  depression.  Freud  (1917)  felt  depression  was  a result  of 
a rejection  by  a love  object.  The  loss  of  the  love  object 
resulted  in  a shift  inward  of  the  libido  and  an  intro jection 
of  the  love-object.  Ambivalent  feelings  toward  the  lost 
love  object  become  directed  inward,  with  negative  feelings 
yielding  self-hate,  self-deprecation,  and  self -punishment , 
thus,  the  classic  "anger  turned  inward"  explanation.  Abra- 
ham (1953)  added  such  ideas  as  fixation  at  the  oral  stage, 
constitutional  factors,  love  disappointment  before  the  reso- 
lution of  the  Oedipal  complex  and  repetition  of  the  disap- 
pointment later  in  life  as  being  precipitating  factors  of 
depression. 

Brown  and  Menninger  (1940)  point  out  the  gradual  tran- 
sition in  conceptualizing  disorders  from  viewing  the  symp- 
tom as  a disease  to  seeing  the  symptom  as  a sign  of  an  un- 
derlying pathological  process.  In  the  case  of  depression, 
the  sign  is  an  exaggerated  low  mood  swing.  Grinker  et  al. 
(1961)  attempted  a scientific  re-analysis  of  the  phenomenon 
of  depression.  A factor  analysis  was  performed  on  the  data 
recorded  on  numerous  patient  variables  of  a group  of  de- 
pressed individuals.  Three  factors  emerged.  Factor  A in- 
volves internal  pain  and  distress,  guilt,  sadness,  regres- 
sion, and  withdrawal.  Factor  B involves  dependency,  exter— 
nalization  and  helplessness.  Factor  C has  two  poles:  (1) 

over  past  aggressions  and  concern  over  restitution. 
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and  (2)  grief  over  external  loss,  internal  loss  and  feelings 
of  martyrdom. 

The  emergence  and  application  of  learning  concepts  to 
psychopathology  (Pavlov,  1941;  Bandura  & Walters,  1963;  Brady 
& Hunt,  1955)  have  resulted  in  some  new  behavioral  conceptual- 
izations of  depression  (Blaney,  1977;  Eastman,  1976).  The 
general  focus  is  to  view  the  symptoms  as  learned  responses, 
a result  of  past  stimulus-reinforcement  patterns.  Types  of 
reinforcement  and  their  schedules  are  examined  as  possible 
causes  of  the  learned  depressive  behaviors.  In  some  sense, 
there  is  a return  to  the  position  of  viewing  the  symptom  as 
the  disease,  in  terms  of  overt  behavior  being  the  major  fo- 
cus. At  the  same  time,  the  situation  could  be  seen  in  re- 
verse, with  the  symptom  being  a sign  of  an  underlying  dis- 
order (poor  reinforcement  history) , but  this  is  in  some 
sense  jumping  levels  of  conceptualization. 

There  is  relatively  extensive  literature  on  the  vari- 
ous behavioral  and  cognitive-behavioral  theories  of  depres- 
sion. Several  admirable  articles  have  been  written  review- 
ing this  area  (Eastman,  1976;  Blaney,  1977;  Akiskal  & McKinney, 
1973) . The  present  study  is  focused  on  the  behavioral  treat- 
ment of  depression,  not  on  theories  of  etiology.  Simple  ex- 
planations of  the  more  popular  behavioral  and  cognitive-be- 
havioral theories  will  be  presented,  but  the  major  emphasis 
will  be  placed  on  the  evaluation  of  treatment  techniques. 
Outcome  studies  of  treatment  techniques  and  the  theories 
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they  flow  from  will  be  explored  and  integrated  to  present  a 
picture  of  the  present  state  of  the  literature.  From  this 
integrative  effort  will  emerge  the  rationale  for  the  choice 
of  the  problem  in  this  study. 

Depression,  in  the  present  paper,  refers  to  the  reactive 
or  exogenous  unipolar  variety.  Manic-depressive  illness  is 
a separate  issue  which  will  not  be  addressed  here.  Beck, 

Rush,  Shaw,  and  Emery  (1979)  point  out  that  most  behavioral 
and  cognitive— behavioral  treatments  regard  the  process— reac- 
tive distinction  as  a continuum  rather  than  a dichotomy. 

Beck  suggests  the  continuum  involves  the  degree  of  predispo- 
sition or  vulnerability  to  depressive  episodes.  On  the  reac- 
tive end,  strong  environmental  factors  are  necessary  to  pre- 
cipitate depression.  On  the  process  end,  the  smallest  exter- 
nal events  can  set  off  a depressive  incident.  In  between 
lies  a range  of  predispositions  to  depression.  The  continuum 
could  also  represent  chronicity  and/or  severity  of  the  depres- 
sive symptomatology,  with  the  severe  long-standing  depressions 
at  one  end,  and  the  acute  mild  episodes  at  the  other  extreme. 
Regardless  of  how  the  continuum  is  defined,  treatment  as  dis- 
cussed in  the  present  paper  will  generally  focus  on  the 
acute,  less  severe  reactive  side  of  the  ledger.  Endogenous 
process  depressions  and  bipolar  depressions  are  generally 

to  be  more  biochemical  and/or  genetic  in  nature  and  as 
a result  more  suitable  for  pharmacotherapeutic  interventions 
(Seligman,  1974;  Beck,  1974).  At  the  same  time,  both  Beck 
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and  Seligman  point  out  that  behavioral  and  cognitive— behav- 
ioral treatments  may  still  be  therapeutically  useful,  though 
to  a lesser  degree. 

In  the  same  vein,  most  behavioral  and  cognitive-behav- 
ioral theorists  are  willing  to  accept  the  possibility  of  a 
genetic  and/or  biochemical  factor  in  at  least  some  cases  of 
reactive  depressive  disorders  (Seligman,  1974;  Beck,  1974) . 
The  successful  use  of  tricyclic  antidepressives  for  unipolar 
depression  (Beck  et  al.,  1979)  and  lithium  for  the  treatment 
of  manic-depressive  disorders  has  led  to  growth  of  research 
and  literature  postulating  biochemical  and/or  genetic  the- 
ories as  to  the  etiology  of  depression  (Goodwin,  1974;  Akis- 
kal  & McKinney,  1973) . Such  an  area  is  worthy  of  its  own 
analysis  and  will  not  be  covered  here.  Several  points  should 
be  made,  however.  The  first  is  that  effective  treatment  is 
not  solid  evidence  for  a particular  etiology.  In  this  case, 
the  fact  that  depression  may  be  effectively  treated  by  bio- 
chemical intervention  does  not  lead  to  the  conclusion  that 
the  disorder  has  a biochemical  etiology.  As  an  analogy, 
pneumonia  can  be  effectively  treated  with  penicillin,  yet 
that  does  not  mean  pneumonia  is  caused  by  a lack  of,  or  im- 
balance in  penicillin  levels.  Second,  and  closely  related, 
is  the  possibility  that  there  are  biochemical  changes  associ- 
ated with  depression  that  respond  positively  to  pharmacother- 
apy but  that  are  not  the  core  or  cause  of  depression.  The 
biochemical  changes  may  be  a result  of  the  depression,  or 
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concomitant  with  it,  but  not  the  cause  of  it.  Finally,  fu- 
ture research  efforts  may  indeed  determine  that  depression 
is  precipitated  by  biochemical  changes  or  genetic  factors. 
That  does  not  irrevocably  lead  to  the  conclusion  that  the 
most  efficacious  intervention  will  also  be  at  the  biochem- 
ical and/or  genetic  levels.  Goodwin  (1974)  points  out  the 
importance  of  the  interactions  that  occur  in  humans  between 
the  biological  and  psychological  levels.  Goodwin  (1974) 
further  indicates  that  because  of  this  interplay,  etiology 
and  intervention  can  occur  at  different  levels.  For  our 
purpose,  "if  we  find  other  (depressive)  changes  which  are 
biologically  rooted,  the  possibility  of  intervening  on  a 
psychological  level  is  also  not  excluded"  (Goodwin,  1974, 
p.  241). 

Perhaps  the  most  definitive  and  inclusive  definition  of 
depression  as  it  will  be  referred  to  in  the  present  study  is 
offered  by  Beck  (1967) . Beck  (1967,  ch.  2)  defined  depres- 
sion as  involving  disturbances  in  three  particular  areas: 

(1)  Emotional  manifestations,  consisting  of 
feelings  and  overt  behaviors  attributable  di- 
rectly to  the  affect  state.  Included  are: 

(a)  dejected  mood — the  person  reports  per- 
sistent dysphoria,  usually  at  its  worse  in 
the  morning. 

(b)  self-dislike — evidenced  by  negative 
statements  about  one's  self. 

(c)  loss  of  gratification — starting  with 

a few  activities  and  spreading  until  the  per- 
son approaches  a totally  anhedonic  state. 

This  seems  to  be  the  most  common  complaint  of 
all. 
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(d)  loss  of  attachments  to  others  and  to 
former  activities — the  depressed  person  com- 
plains he  can't  love  and  he  can't  get  involved 
in  formerly  satisfying  occupations. 

(e)  crying  spells--witnessed  especially  of- 
ten in  female  patients . 

(f)  loss  of  mirth  response — the  person  can 
perceive  or  construct  jokes  but  isn't  amused. 

(2)  Cognitive  manifestations.  Included  are: 

(a)  low  self-evaluation — the  depressed  per- 
son views  himself  as  deficient  in  attributes 
he  deems  critically  important. 

(b)  negative  expectations — pessimism,  gloom, 
hopelessness . 

(c)  self-blame/ self-criticism — egocentric 
notions  of  causality  and  highly  internal  attri- 
bution for  negative  events. 

(d)  indecisiveness — the  person  vacillates 
uncertainly  between  alternatives  and  demon- 
strates avoidance  tendencies  and  dependency  on 
others . He  anticipates  being  wrong  and  rumi- 
nates obsessively. 

(e)  distorted  body  image — female  patients 
especially  often  become  convinced  of  the  de- 
terioration of  their  physical  appearance. 

(f)  loss  of  motivation — the  person  regresses 
to  those  activities  that  are  the  least  demand- 
ing of  energy  and  responsibility.  He  seems  to 
prefer  passivity  and  dependency  to  activity  and 
autonomy.  He  evidences  loss  of  arousal  or  pos- 
itive desire,  sometimes  referred  to  as  paralysis 
of  the  will.  He  finds  duties  burdensome  and 
expresses  wishes  to  avoid  them,  to  withdraw,  and 
to  escape.  In  severe  cases,  he  may  become  des- 
perate enough  to  consider  attempting  suicide. 

(3)  Physical  and  somatic  manifestations.  In- 
cluded are: 

(a)  loss  of  appetite — this  is  frequently 
the  first  sign  to  appear. 
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(b)  loss  of  libido. 

(c)  sleep  disturbances — the  person's  sleep 
is  restless;  he  may  awaken  1—4  hours  too  early 
or  he  may  sleep  abnormally  much. 

(d)  fatigability — the  depressed  person  com- 
plains of  increased  tiredness  and  loss  of  en- 
er9Y > usually  at  its  worst  in  the  morning  with 
some  improvement  towards  evening. 

(e)  motor  retardation  (including  speech  and 
overt  behaviors)  or  agitation  (energetic, 
aroused  behavior  and  speech  but  of  a seemingly 
purposeless  or  goal-less  nature — e.g.,  restless 
pacing,  uncontrollable  talking  about  one's 
troubles) . 


CHAPTER  II 
LITERATURE  REVIEW 

Behavioral  Treatments  of  Depression 

Lewinsohn's  Positive  Reinforcement-Based  Treatment  Model 

Lewinsohn  (1974)  presents  a model  of  depression  based 
on  the  idea  that  depression  is  a result  of  the  individual  op- 
erating at  a low  level  of  positive  reinforcement.  The  model 
has  three  major  tenets:  (1)  a low  rate  of  positive  reinforce- 

ment acts  as  a stimulus  to  evoke  depressive  behaviors  (feel- 
ings of  melancholy,  fatique,  sleeplessness,  etc.);  (2)  a low 
rate  of  positive  reinforcers  results  in  depressed  levels  of 
responding,  as  the  individual  is  in  effect  put  on  an  extinc- 
tion schedule;  (3)  the  low  rate  of  response  contingent  pos- 
itive reinforcement  is  a result  of  a combination  of  three 
factors:  (a)  few  events  are  potentially  reinforcing  for  the 

individual;  (b)  few  reinforcing  events  are  available  in  the 
environment  for  the  individual;  (c)  the  individual  lacks  the 
skills  necessary  to  elicit  the  reinforcers  from  the  environ- 
ment, or  is  utilizing  the  skills  at  a low  frequency.  Lewin- 
sohn makes  a point  of  stating  that  it  is  the  rate  of  response 
contingent  positive  reinforcement  that  is  the  critical  factor 
and  that  noncontingent  reinforcement  cannot  substitute  for 
this . 
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Lewinsohn  recognizes  the  existence  of  negative  cognitive 
changes  in  the  depressed  individual  but  feels  they  are  secon- 
dary to  a low  rate  of  response  contingent  positive  reinforce- 
ment. Lewinsohn  points  out  that  there  is  range  of  variation 
in  the  particular  cognitive  states  experienced  by  depressed 
individuals  and  that  this  can  perhaps  best  be  explained  in 
terms  of  Schachter's  (Schachter  & Singer,  1962)  two  factor 
theory  of  emotion.  The  individual  experiences  a particular 
physiological  state  and  then  uses  the  environment  to  provide 
a label  for  it.  In  this  case,  the  state  is  a result  of  a low 
rate  of  positive  reinforcement,  and  the  cognitive  labels  can 
be  helplessness,  sadness,  fatigue  and  so  on.  Similarly,  he 
feels  that  anger  is  perhaps  a secondary  result  of  the  extinc- 
tion schedule.  Anger  is  important,  though,  in  that  it  may 
serve  to  perpetuate  the  depressive  cycle  by  alienating  poten- 

reinforcers  in  the  environment.  Lewinsohn  recognizes 
that  a manipulation  of  cognitive  set  may  be  useful  in  trying 
to  alleviate  depression. 

In  dealing  with  precipitating  factors,  Lewinsohn  be- 
lieves that  often  the  onset  of  depression  can  be  traced  to 
certain  environmental  events  which  represent  a serious  reduc- 
tion in  positive  reinforcement  for  the  individual.  Such 
events  would  include  loss  of  significant  other  (death  of 
spouse,  loss  of  girlfriend,  etc.),  a physical  loss  or  ill- 
ness (loss  of  job,  move  to  a new  area) . At  the  same  time, 
Lewinsohn  acknowledges  that  depression  sometimes  follows 
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apparent  success.  He  feels  this  can  be  explained  in  terns  of 
(1)  the  success  being  noncontingent  (a  beauty  queen) ; (2)  the 
success  results  in  a less  reinforcing  environment  (the  pro- 
moted businessman  who  is  removed  from  his  friends  and  cowork- 
ers) ; (3)  the  gain  in  reinforcers  is  small  relative  to  the 

work  involved.  Lewinsohn  believes  that  a lack  of  social 
skills  may  predispose  a person  to  depression  in  that  any  loss 
in  reinforcers  is  both  felt  more  intensely  and  is  more  diffi- 
cult to  replace. 

Lewinsohn  and  his  colleagues  (Lewinsohn,  1974;  Lewin- 
sohn, 1975;  Lewinsohn  & Graf,  1973;  Lewinsohn  & Libet,  1972; 
Lewinsohn,  Shaffer,  & Libet,  1969;  Robinson  & Lewinsohn, 

1973)  have  developed  several  treatment  paradigms  from  their 
positive  reinforcement  framework  of  depression.  Lewinsohn 
states  that  the  main  aim  of  treatment  is  to  restore  an  ade- 
quate level  of  positive  reinforcement  for  the  individual. 
Lewinsohn  points  out  that  while  the  various  treatment  para- 
digms are  different,  they  share  some  basic  important  core 
ingredients.  The  beginning  phase  of  treatment  is  character- 
ized as  the  diagnostic  phase.  The  patient  is  told  that  the 
therapist  will  try  to  learn  all  he  can  about  him  and  his  be- 
havior to  allow  the  therapist  to  draw  up  an  accurate  mutually 
acceptable  treatment  plan.  Often  this  includes  observing  the 
client  in  his  home  or  in  interaction  with  a group  of  people. 
In  addition,  the  client  is  often  asked  to  fill  out  mood  rat- 
ings, interest  inventories,  pleasant  activities  checklists. 


12 


etc.  Usually  two  therapists  are  used  during  this  initial 
diagnostic  phase.  Lewinsohn  et  al.  (1969)  stresses  the  im- 
portance of  the  fact  that  initially  the  therapists  step  in 
and  actively  make  an  impact  on  the  client's  life.  The  ther- 
apists become  deeply  involved  with  the  client,  giving  him  a 
lot  of  attention  and  reinforcement.  Gradually  as  the  diag- 
nostic data  come  in,  the  therapist  begins  to  formulate  hy- 
potheses about  what  behaviors  are  contributing  to  the  main- 
tenance of  depression  and  carefully  presents  them  to  the 
client.  Lewinsohn  et  al.  (1969)  point  out  that  the  timing 
of  the  presentation  of  these  hypotheses  is  critical  and  that 
the  therapist  must  be  tuned  into  what  the  client  is  ready  to 
hear.  The  diagnostic  phase  usually  lasts  two  weeks  and  is 
followed  by  one  or  more  review  sessions  in  which  the  thera- 
posts  present  the  client  with  a behavioral  diagnosis  and  try 
to  come  to  an  agreement  on  a treatment  plan.  The  therapists 
use  baseline  data,  behavioral  terminology  and  visual  aids  to 
present  their  diagnosis  as  clearly  and  with  as  much  impact 
as  possible.  Often  considerable  work  needs  to  be  done  before 
an  acceptable  treatment  plan  can  be  agreed  upon.  The  goals 
treatment  are  stressed  in  simple  concrete  terms  so  that 
the  patient  can  clearly  understand  them  and  there  is  no  room 
for  a misunderstanding.  The  major  goal  of  the  treatment 
strategy  is  to  increase  the  amount  of  positive  reinforcement 
the  client  receives.  Usually  the  treatment  strategy  includes 
some  systematic  feedback  process,  whereby  the  therapist  and 
the  client  can  judge  if  the  treatment  plan  is  on  target  and 
producing  results  or  needs  modification. 
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One  of  Lewinsohn's  primary  treatment  strategies  involves 
the  use  of  home  observations  (Lewinsohn  & Shaffer,  1971) . 
During  the  beginning,  middle  and  end  of  treatment,  home  ob- 
servations are  conducted  to  aid  in  both  defining  treatment 
goals  and  measuring  progress.  Usually  the  idea  of  home  ob- 
servations is  presented  to  the  client  during  the  initial  in- 
take interview.  Some  resistance  is  often  encountered  but 
can  usually  be  overcome.  Lewinsohn  and  Shaffer  (1971)  point 
out  that  the  early  introduction  of  home  observation  helps 
to  structure  the  client  to  begin  to  see  his  problem  in  be- 
havioral or  social  interaction  terms.  It  removes  him  from 
thinking  in  terms  of  the  disease  model  and  starts  him  to 
think  in  terms  of  bad  or  inefficient  behavior  patterns.  It 
also  helps  to  illustrate  to  the  client  that  the  problem  may 
not  be  his  alone,  but  may  significantly  involve  his  family 
members  and  their  interactions.  Further,  it  serves  as  a 
convenient  way  to  involve  the  family  members  in  the  treat- 
ment  process.  Often  the  way  in  which  the  client  handles  the 
task  of  informing  the  family  members  about  the  home  visits 
yields  valuable  information  about  family  interactions  and 
possible  resistance  (Lewinsohn  & Shaffer,  1971)  . 

The  home  visits  usually  are  timed  around  supper  time  to 
catch  all  the  family  members  interacting.  The  visits  usually 
last  an  hour,  and  two  or  three  visits  are  usually  done  in 
succession  to  obtain  a representative  sample  of  behavior. 

The  major  aim  of  the  visits  is  to  pinpoint  interaction 
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patterns  that  are  contributing  to  the  client's  depression. 
Interactions  are  coded  at  thirty  second  intervals  using  an 
interaction  code  which  is  an  adaptation  of  the  work  done  by 
Patterson,  Ray  and  Shaw  (1968) . Basically  interactions  are 
defined  as  an  action  (e.g.  criticism,  praise) , which  comes 
from  a source  (e.g.  Mr.  X)  and  is  directed  to  the  object 
(e.g. , Mrs.  X) . Actions  are  said  to  be  followed  by  reac- 
tions (e.g.,  affection,  disagreement).  Actions  are  also 
coded  for  content,  such  as  school  or  work.  This  system  thus 
serves  to  code  behavior  in  terms  of  behavior  and  response  to 
the  behavior.  Observers  are  paced  by  timers  which  emit  both 
a visual  and  an  auditory  response  every  thirty  seconds.  Dis 
crepancies  between  raters  are  discussed  and  Lewinsohn  and 
Shaffer  (1971)  report  that  adequate  interrater  reliability 
is  usually  reached  by  the  third  session.  After  the  session, 
the  data  is  tallied  and  represented  in  an  interaction  matrix 
This  matrix  illustrates  the  numbers  and  kinds  of  behavior 
emitted  by  each  family  member  and  to  whom.  In  addition,  it 
shows  the  number  and  kind  of  reactions  the  behavior  elicited 
and  from  whom. 

Study  of  these  interaction  matrices  serve  to  pinpoint 
maladaptive  behavior  patterns.  The  primary  pattern  to  be 
looked  for  are  those  behaviors  of  the  client  that  are  elic- 
iting a low  rate  of  positive  reinforcement.  The  actual  pat- 
tern to  be  looked  for,  however,  varies  from  case  to  case,  as 
illustrated  by  the  case  studies  Lewinsohn  and  Shaffer  (1971) 
report.  In  some  cases  the  client  receives  very  little 
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positive  reinforcement.  In  other  cases  the  client  dispenses 
little  positive  reinforcement  (and  the  family  quits  interact- 
ing with  her) . Low  interaction  levels  or  the  lack  of  mu- 
tually interesting  content  areas  can  also  be  a problem,  as 
can  be  the  client  whose  major  behavior  is  depressive  talk. 
Indiscriminate  reinforcement  by  the  client  was  also  pointed 
out  as  a possible  maladaptive  pattern.  Treatment  strategies 
then  seemed  to  focus  on  exposing  the  maladaptive  patterns  to 
the  clients  and  suggesting  new  ways  of  behaving.  The  clients 
are  presented  feedback  on  their  efforts  and  difficulties  at 
changing  these  patterns  during  the  ensuing  treatment  which 
the  therapists  then  try  to  help  the  clients  work  through. 
Homework  assignments  are  often  given,  as  are  concrete  sug- 
gestions in  altering  their  behavior.  Sometimes  the  thera- 
pist uses  the  treatment  session  to  shape  the  interactions 
between  the  client  and  other  family  members. 

Lewinsohn  presents  little  outcome  data  on  the  effective- 
ness of  home  observations  other  than  several  case  studies. 

He  does  report,  however,  that  home  observation  data  on  five 
depressed  clients  indicate  that  "whereas  the  depressed  pa- 
tient  and  his  spouse  are  about  equally  active,  the  depressed 
person  receives  less  positive  reinforcement  and  more  negative 
reinforcement  than  the  nondepressed  spouse"  (Lewinsohn  & 
Shaffer,  1971,  p.  94).  This  would  be  in  agreement  with  a 
positive  reinforcement  theory  of  depression. 
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A significant  variation  of  home  observation  technique 
involves  the  observation  of  clients  interacting  in  psycho- 
therapy groups  (Lewinsohn  et  al.,  1969)  . Lewinsohn  points 
out  that  many  depressed  people  live  alone,  have  few  friends, 
and  interact  little  with  the  people  they  do  know.  In  some 
cases  this  may  be  the  cause  of  the  client's  depression,  or 
in  others,  a direct  result  of  it.  The  consequence  is  then 
to  leave  little  opportunity  to  observe  the  client  interact- 
ing with  others . Rather  than  be  dependent  on  the  accuracy 
of  the  client's  self  report  of  his  interactions,  Lewinsohn 
suggests  the  use  of  psychotherapy  groups  for  both  observa- 
tion and  treatment.  Lewinsohn  gives  information  on  two  such 
groups.  Self  Study  Group  I and  Self  Study  Group  II.  Self 
Study  Group  I consisted  of  10  people,  all  depressed.  Self 
Study  Group  II  consisted  of  four  depressed  people  and  four 
nondepressed  people.  Group  I was  run  along  relatively  tradi- 
tional group  therapy  lines,  but  with  the  emphasis  on  the 
qualitative  and  quantitative  aspects  of  the  interactions  in 
the  group.  Group  II  focused  on  some  structured  sensitivity- 
communication  exercises.  The  major  treatment  strategy,  how- 
ever, was  very  similar  to  that  used  in  the  home  observations 
(Lewinsohn  & Shaffer,  1971) . Observations  are  made  of  indi- 
viduals interacting  in  the  group  and  interactional  coding  is 
done.  The  data  are  then  studied  by  the  therapists  and  pre- 
sented to  the  client  with  appropriate  suggestions  for  pos- 
sible changes.  As  before,  the  focus  is  on  attaining  a high 
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of  positive  reinforcement . Case  studies  reported  by 
Lewinsohn  pointed  out  patterns  such  as  low  response  levels , 
high  rates  of  negative  responses  and  limited  number  of  in- 
teraction targets. 

Self  Study  Group  II  added  an  additional  treatment  strat- 
egy.  Beginning  with  session  9,  the  subjects  wore  a single 
earphone  which  allowed  their  therapist  in  the  adjacent  ob- 
servation room  to  communicate  with  them  while  the  group  was 
in  progress.  The  major  purpose  of  this  was  to  provide  in- 
stant reinforcement  for  the  client  when  he  was  interacting 
in  a manner  appropriate  for  him  (congruent  with  his  treatment 
goal) . Clients  were  reinforced  in  this  fashion  every  other 
session,  in  addition  to  seeing  their  therapist  individually 
each  week.  Sixteen  sessions  were  held,  once  a week.  Ses- 
sions 1 through  4 were  to  establish  baserates,  while  sessions 
5-8  were  to  identify  behavioral  goals.  Eight  weeks  of  alter- 
nate reinforcement  then  followed.  A visual  inspection  of 
the  data  showed  a marked  increase  in  the  target  behaviors 
during  the  6-10  sessions.  Lewinsohn  suggests  that  the  sub- 
jects were  beginning  to  identify  behavioral  goals.  The  data 
during  the  reinforcement  phases  9-16,  however,  show  marked 
variability,  but  still  suggest  a higher  rate  of  emitting 
the  target  behaviors  than  at  a baseline  (though  at  the  final 
session,  the  frequency  is  backed  to  the  baseline  level) . 

A second  treatment  strategy  suggested  by  Lewinsohn  and 
his  colleagues  (Lewinsohn,  1974,  1975;  Lewinsohn  & Libet, 
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1972;  Lewinsohn,  Shaffer,  & Libet,  1969)  involves  the  use 
of  Lubin's  Depressive  Adjective  Check  List  (1965)  and  the 
Pleasant  Events  Schedule  (MacPhillamy  & Lewinsohn,  1971) . 
Lewinsohn  et  al.  (1969)  suggest  that  the  DACL  can  be  filled 
out  by  the  client  on  a daily  basis  to  help  the  therapist  to 
pinpoint  behavior  or  environmental  changes  that  are  corre- 
lated  with  depressive  affect.  In  this  fashion,  it  serves  as 
a diagnostic  device  as  well  as  pointing  out  possible  treat- 
ment goals.  Similarly,  the  Pleasant  Events  Schedule  can  be 
used  to  pinpoint  behaviors  that  the  client  finds  reinforc- 
ing and  then  attempt  to  increase  the  frequency  the  client 
engages  in  them.  Hopefully,  this  will  increase  the  amount 
of  positive  reinforcement  the  client  receives  and  thus  re- 
lieve the  depression. 

The  most  interesting  treatment  suggestion,  however, 
combines  the  use  of  these  two  scales.  Lewinsohn  and  Libet 
(1972)  and  Robinson  and  Lewinsohn  (1973)  looked  at  the  cor- 
relation between  engagement  in  pleasant  activities  and  mood 
scale  ratings  by  rating  the  items  on  the  Pleasant  Events 
Schedule  on  a five  point  scale  of  pleasantness.  The  highest 
160  items  made  up  the  individual's  activity  schedule.  At 
the  end  of  each  day,  for  a 30  day  period,  the  clients  filled 
out  a DACL  and  checked  the  activities  on  the  activities 
schedule  they  had  engaged  in.  Correlations  were  calculated 
between  activities  engaged  in  and  DACL  scores  for  the  same 
day  and  for  a two-day  displacement  in  either  direction. 


19 


Correlations  were  significant  for  same  day  scores.  In  addi- 
tion, Robinson  and  Lewinsohn  (1973)  were  able  to  pinpoint 
around  6-10  activities  for  each  client  which  were  signif- 
icantly correlated  with  his  DACL  scores.  The  treatment  sug- 
gestion, then,  is  to  use  this  procedure  to  identify  a small 
number  of  activities  which  are  functionally  related  to  mood 
for  a client.  An  attempt  can  be  made,  then,  to  increase 
their  frequency  and  thus  elevate  the  client's  mood.  This 
treatment  paradigm  bypasses  the  problem  of  assuming  activ- 
ities labeled  by  the  client  as  pleasant  are  indeed  related 
to  his  mood. 

A third  treatment  strategy  developed  by  Lewinsohn,  et 
ul.,  1969;  Robinson  & Lewinsohn,  1973)  involves  the  use  of 
the  Premack  Principle  (1959)  to  modify  behavior.  The  Premack 
Principle  states  that  the  occurrence  of  low  frequency  behav- 
ior can  be  increased  by  making  a high  frequency  behavior  con- 
tingent on  its  emission.  Lewinsohn  et  al.  (1969)  state  that 
"depressive  talk"  is  often  a high  frequency  behavior  that 
can  be  used  as  a reinforcer.  They  present  a case  study  where 
a client's  allowed  time  for  depressive  talk  was  made  propor- 
tional to  the  number  of  activities  she  engaged  in  (increase 
in  activity  being  a treatment  goal) . A green  light  in  the 
therapy  room  was  used  to  indicate  when  she  could  engage  in 
depressive  talk.  While  initially  there  was  some  hostility, 
this  proved  to  be  an  effective  technique  in  increasing  her 
activity  level,  and  she  felt  that  it  also  helped  her  to  gain 
control  of  her  depressive  feelings.  In  summary,  Lewinsohn 's 
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treatment  approach  incorporates  all  or  parts  of  the  follow- 
ing treatment  components  (Padfield,  1976,  p.  210): 


(a)  a 3-month  time  limit  for  counseling,  following 
a 2-week  diagnostic  period;  (b)  home  observation 
and  coding  verbal  interaction  when  possible,  in  or- 
der to  determine  social-skill  deficits;  (c)  daily 
mood  ratings,  using  the  Lubin  Depression  Adjective 
Check  Lists  (1965) ; (d)  daily  pleasant  events  track- 

ing of  activity  level,  using  the  Pleasant  Activities 
list  personally  prepared  for  the  client  from  the 
Pleasant  Events  Schedule  (MacPhillamy  & Lewinsohn, 
Note  1) . In  the  present  study,  charts  resulting 
from  the  mood  ratings  and  pleasant  events  tracking 
were  examined  in  order  to  find  correlations  between 
specific  environmental  events  and  mood  fluctuation. 
In  addition,  Lewinsohn' s model  uses  (e)  role  play- 
ing to  try  new  assertive,  contingent  behaviors ; and 
(f)  since  an  increase  in  pleasant  activities  is  de- 
fined as  an  explicit  goal  for  treatment,  the  Premack 
principle  (a  low  frequency  behavior  is  reinforced 
by  a high-frequency  behavior)  is  applied  by  the 
counselor.  Since  low-frequency  behavior  is  a low- 
activity  rate  and  high-frequency  behavior  is  talk- 
ing about  one's  depression  (e.g.  statements  of  self- 
depreciation)  to  the  counselor,  the  amount  of  time 
clients  spent  with  the  counselor  was  made  contin- 
gent upon  their  accomplishing  a number  of  specific 
activities  on  the  Pleasant  Events  list. 


Support  for  the  efficacy  of  Lewinsohn 's  treatment  ap- 
proach is  spotty.  Research  results  are  as  follows: 

A.  Padfield  (1976)  investigated  the  comparative  treat- 
ment  effectiveness  of  Lewinsohn 's  composite  treatment  program 
and  a client-centered  approach.  Tentative  support  for  the 
superiority  of  the  behavioral  approach  was  indicated  on  one 
of  four  dependent  measures  of  depression.  Two  dependent 
measures  directly  related  to  the  behavioral  treatment  program 
(Pleasant  Events  Schedule  and  Depression  Adjective  Checklist) 
failed  to  show  significant  differences  suggesting  that  some 
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of  the  behavioral  target  behaviors  were  not  effectively 
modified.  Coupled  with  ambiguities  in  subject  selection, 
these  results  provide  little  support  for  the  superiority  of 
Lewinsohn's  behavioral  approach. 

B.  Shaw  (1977)  compared  the  effectiveness  of  Lewin- 
sohn's et  al.  (1969,  and  Lewinsohn,  1974)  behavioral  treat- 
ment package  with  Beck's  (1974,  1967)  cognitive  treatment  of 
depression.  Depressed  college  students  were  the  population 
used.  Shaw  found  that  immediately  post- treatment , the  cog- 
nitive group  was  significantly  less  depressed  than  the  behav- 
ioral treatment  group.  The  behavioral  treatment  group 
showed  lesser  decreases  in  depression,  equivalent  to  that 
obtained  through  a non-directive  therapy  group.  The  results 
are  clouded  somewhat  by  one  month  follow-up  data  indicating 
that  the  differences  between  the  levels  of  depression  of  the 
behavioral  and  cognitive  groups  had  vanished.  The  data  then 
suggest  that  a cognitive  treatment  approach  may  be  more  ef- 
fective in  treating  depression  in  college  students  than  a 
behavioral  treatment  course. 

C.  Lewinsohn  et  al.  (1969)  investigated  the  use  of 
observation  combined  with  interaction  recording  in  psycho- 
therapy groups  for  depressed  patients.  In  Study  Group  I, 
Lewinsohn  found  that  behavioral  interaction  coding  could 
identify  maladaptive  behavior  patterns  (ex.:  low  response 
levels).  In  Study  Group  II,  behavioral  interaction  record- 

. ing  was  combined  with  the  use  of  a microphone-earphone  setup 
allowing  the  therapist  to  directly  reinforce  (verbally) 
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client  target  behavior  exhibited  in  the  group.  Data  indi- 
cated a marked  initial  increase  in  target  behavior,  followed 
by  a period  of  high  variability,  capped  by  a return  to  the 
baseline  level  at  the  final  session.  The  results  indicate 
that  this  group  technique  may  be  effective  in  identifying 
some  maladaptive  behavior  patterns  in  depressed  individuals, 
but  that  the  verbal  reinforcement  technique  is  not  an  ade- 
quate reinforcer  across  time. 

D.  Lewinsohn  and  Libet  (1972)  and  Robinson  and  Lewin- 
sohn  (1973)  looked  at  the  relationship  between  self-rated 
mood  and  engagement  in  pleasant  activities.  The  Depressive 
Adjective  Check  List  (DACL,  Lubin,  1965)  assessed  mood  while 
the  Pleasant  Events  Schedule  (MacPhillamy  & Lewinsohn,  1971) 
was  used  to  measure  pleasant  activities.  A significant  cor- 
relation was  found  between  the  frequency  of  engaging  in  pleas- 
ant activities  and  the  elevation  of  mood.  Further,  6-10  in- 
dividual activities  for  each  subject  were  significantly  cor- 
related with  mood,  suggesting  that  a small  number  of  activ- 
ities can  be  identified  for  an  individual  which  when  engaged 
in,  may  significantly  affect  the  individual's  mood. 

E.  Hammen  and  Glass  (1975)  looked  at  the  question  of 
whether  increasing  depressed  patients'  participation  in 
self-rated  reinforcing  activities  would  decrease  depression. 

An  analogue  study  was  run,  using  depressed  college  students. 
The  data  indicated  that  subjects  who  increased  their  partic- 
ipation in  pleasant  activities  did  not  show  a significant 


23 


elevation  in  their  self-rated  mood  scores  as  compared  to  no- 
treatment or  placebo  control  groups.  Hairanen  and  Glass  sug- 
gest that  the  data  cast  some  doubt  on  the  hypothesis  that 
engagement  in  reinforcing  activities  is  related  to  the  level 
of  depressive  mood.  They  suggest  that  a cognitive  factor  is 
involved,  related  to  an  evaluative  set.  Engagement  in  pleas- 
ant activities  may  not  be  productive  if  one  does  not  evalu- 
ate them  so,  or  does  not  see  any  benefit  to  be  accrued  from 
them.  They  suggest  that  three  factors,  mood,  cognitions  and 
activities  are  involved  in  an  interchange  where  anyone  can 
be  affected  by  the  other  two  and  be  effected  in  turn,  by 
them.  This  would  eliminate  the  one-to-one  correspondence 
between  mood  and  activities. 

Lewinsohn  (1975)  in  evaluating  Hammen  and  Glass's  study 
makes  several  points.  Lewinsohn  criticizes  their  use  of  the 
Depression  Adjective  Check  List  as  an  outcome  measure  of  de- 
pression, suggesting  that  while  it  is  an  appropriate  measure 
of  daily  mood  fluctuation,  it  lacks  the  stability  across 
time  to  serve  as  a sufficient  outcome  measure.  Lewinsohn  ad- 
mits that  in  some  patients,  mood  is  unrelated  to  activity 
level  and  that  these  patients  are  unsuitable  for  this  type 
of  treatment  strategy.  Further,  patients  on  whom  this  ac- 
tivity level  modification  strategy  is  used  should  possess  a 
pre- treatment  low  level  of  activity,  which  some  of  these  pa- 
tients did  not  evidence.  A ceiling-effect  may  have  been  in 
effect.  Lewinsohn  also  indicates  that  the  data  show  a 
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decrease  in  mood  concurrent  with  the  instruction  to  increase 
the  frequency  of  positive  activities.  Different  results  may 
have  been  attained  if  the  goal  of  increasing  activities  was 
approached  differently  (such  as  by  making  a reward  contingent 
on  their  increase,  rather  than  through  an  arbitrary  order) . 
Finally,  he  points  out  that  these  data  do  not  apply  to  the 
use  of  a set  of  empirically  derived  activities  correlated 
with  mood  for  an  individual  (discussed  previously) . 

There  is  some  indication,  thus,  that  participation  in 
pleasant  activities  at  best  may  not  be  correlated  with  mood 
in  all  people,  suggesting  that  treatment  utilizing  such  an 
approach  be  applied  with  caution  and  concern  toward  its  ap- 
propriateness to  the  individual  case. 

Conclusions . Several  studies  have  been  performed  in- 
vestigating the  efficacy  of  the  Lewinsohn  et  al.  behavioral 
treatment  program  (Hammen  & Glass,  1975;  Lewinsohn  & Libet, 
1972;  Padfield,  1976;  Robinson  & Lewinsohn,  1973;  Shaw, 1977). 
The  data  from  the  controlled  experimental  studies  provide  only 
minimal  support  of  the  effectiveness  of  this  treatment  para- 
digm. Shaw  (1977)  showed  Lewinsohn' s behavioral  approach  to 
be  less  effective  than  a cognitive  approach  in  reducing  de- 
pression in  college  students.  The  behavioral  approach  was  not 
significantly  more  effective  than  a non-directive  supportive 
approach,  though  both  did  produce  a decrease  in  depression. 
Padfield  (1976)  found  only  one  of  four  dependent  measures 
distinguished  Lewinsohn' s behavioral  approach  from  a non-di- 
rective therapy  as  regards  treatment  outcome  among  clinically 
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depressed  outpatients.  Hammen  and  Glass  (1975)  found  that 
inducing  depressed  college  students  to  increase  their  en- 
gagement in  activities  rated  as  pleasurable  did  not  allevi- 
ate depressed  mood.  The  evidence  at  the  present  time  con- 
cerning the  treatment  effectiveness  of  Lewinsohn ' s treat- 
ment approach  appears  inconclusive.  The  data  suggest  that 
the  behavioral  package  does  produce  significant  decreases 
in  depression  (Shaw,  1977)  but  that  they  may  be  no  greater 
than  those  achieved  through  non-directive  group  or  individ- 
ual therapy  (Padfield,  1976;  Shaw,  1977)  and  significantly 
smaller  than  those  produced  by  a cognitive  approach  (Shaw, 
1977) . Further  research  needs  to  be  performed  to  assess 
more  adequately  the  treatment  effectiveness  of  Lewinsohn' s 
behavioral  paradigm  and  to  generate  new  modividations  to  in- 
crease its  efficiency. 

Other  Behavioral  Treatment  Models 

Shipley  and  Fazio  (1973)  conducted  two  studies  explor- 
ing the  relative  usefulness  of  a functional  problem-solving 
approach  to  the  treatment  of  depression.  They  conceptual- 
ized depression  as  "a  dysphoric  subjective  experience  in  re- 
lation to  a reinforcement  loss"  (p.  373)  and  used  the  func- 
tional problem-solving  approach  to  identify  and  correct 
those  behavioral  situations  leading  to  the  reinforcer  loss. 
The  subjects  in  the  studies  were  depressed  college  students. 
The  functional  problem-solving  treatment  followed  the  basic 
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outline  given  by  Kanfer  and  Phillips  (1970,  pp.  511-513). 
Situations  were  identified  in  which  loss  of  reinforcement 
was  occurring.  They  were  examined  to  determine  whether  the 
problem  was  due  to  an  error  in  discrimination  or  an  error 
in  responding.  An  error  in  discrimination  occurs  when  the 
client  interprets  a situation  inaccurately  in  such  a fash- 
ion that  his  response  would  fail  to  elicit  positive  rein- 
forcement. An  example  would  be  interpreting  a stranger's 
bad  mood  as  a personal  rejection  (when  it  is  not)  and  feel- 
ing badly.  An  error  in  responding  occurs  when  the  client 
accurately  identifies  the  correct  response,  but  fails  to 
carry  through  on  it.  An  example  would  be  to  go  to  a dance, 
but  not  dance  because  you  are  scared  or  depressed.  The 
therapist  then  suggests  to  a client  a series  of  new  re- 
sponses to  be  tried  before  the  next  session.  At  the  next 
session,  the  results  are  evaluated  and  used  as  feedback  to 
produce  a new  set  of  responses  to  try.  In  addition,  the 
client  was  told  to  limit  depressive  behaviors  to  a specified 
time  period  when  they  would  not  be  reinforced  or  punished 
by  others.  This  was  done  to  give  the  client  some  positive 
change  early  in  treatment  and  help  him  to  gain  control  over 
his  depressive  responding.  These  depressive  periods  were 
to  be  terminated  by  engaging  in  some  pleasant  event  or  by 
trying  to  evoke  angry  feelings  (to  energize  the  client  and 
stop  the  depressive  flow) . 
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The  results  indicate  that  the  functional  problem-solv- 
ing approach  reduced  depression  significantly  more  than  ei- 
ther an  interest-support  control  group  or  a no-treatment  con- 
trol group.  Further,  all  the  clients  in  the  functional 
problexti- solving  group  had  D-scale  scores  on  the  MMPI  reduced 
to  the  non-clinical  level. 

Shipley  and  Fazio  point  out  that  these  results  should 
only  be  accepted  with  caution.  They  point  out  the  limita- 
tions of  their  population  sample  and  their  dependent  meas- 
ures . They  call  attention  to  the  lack  of  spontaneous  remis- 
sions as  worthy  of  note,  and  suggest  that  the  individual 
contribution  of  the  various  treatment  components  needs  to  be 
studied.  Finally,  they  point  optimistically  to  their  study 
as  an  illustration  that  psychological  treatment  of  depres- 
sion can  be  begun  to  be  evaluated  experimentally. 

McLean,  Ogston  and  Grauer  (1973)  compared  the  effec- 
tiveness of  a composite  behavioral  treatment  program  for 
depression  with  those  more  traditional  treatment  modes. 

McLean  et  al.  conceptualized  depression  as  a disorder  in 
which  an  individual's  attempt  to  control  his  interpersonal 
environment  has  failed.  The  etiology  of  depression  is  seen 
as  a three  step  process  composed  of  (1)  extinction  of 
appropriate  interpersonal  behavior  through  non-reinforce- 
ment; (2)  coercion  used  to  elicit  the  diminishing  appropri- 
ate behavior;  (3)  direct  reinforcement  of  depressive  behav- 
iors. The  subjects  in  the  behavioral  treatment  group  were 
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seen  with  their  spouses  in  eight  sessions  of  treatment. 
Treatment  first  focused  on  education  in  the  basic  social 
learning  principles  and  the  behavioral  conception  of  the 
etiology  of  depression.  Subjects  were  coached  to  see  their 
problems  in  behavioral  terms.  Subjects  were  also  given 
training  in  the  perception  of  reinforcement  through  the  use 
of  cue  boxes.  The  cue  boxes  had  a button  operated  red  and 
green  light  on  them.  The  couple  was  instructed  to  press  the 
green  button  when  they  felt  the  spouse  was  being  reinforcing 
and  to  press  the  red  button  when  they  felt  their  spouse  was 
being  punishing  or  negative.  The  couples  were  instructed  to 
use  these  cue  boxes  for  20  minutes  a day,  five  days  a week, 
for  the  first  four  weeks.  They  were  to  discuss  difficult  in- 
terpersonal issues  while  practicing.  After  the  first  four 
weeks,  couples  were  to  continue  their  20  minute  discussion 
but  without  cue  boxes.  This  procedure  was  designed  to  re- 
veal to  the  couple  how  they  perceived  each  other's  actions, 
and  was  first  modeled  to  them  by  the  therapists.  The  final 
treatment  component  was  the  use  of  explicit  behavioral  con- 
tracts. The  couple  was  taught  to  identify  specific  behav- 
iors they  wished  their  spouse  to  change  and  to  contract  for 
it.  During  the  first  three  weeks,  the  couples  were  required 
to  agree  to  make  the  requested  change  in  behavior  regardless 
of  their  spouse's  behavior.  For  the  final  five  weeks,  each 
individual  in  the  couple  had  to  fulfill  his  contract  only  if 
his  spouse  had  done  the  same  (reciprocal  contracts) . The 
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results  indicate  that  the  behavioral  treatment  program  was 
both  more  effective  in  changing  the  target  behaviors  and  in 
decreasing  depression  than  conventional  (i.e.,  medication, 
conventional  therapy,  therapy  plus  medication)  treatment. 

The  use  of  such  an  unusual  mixed  comparison  group  seems  to 
have  mixed  consequences  in  interpreting  the  results.  The 
use  of  this  group  indicates  that  the  behavioral  treatment 
is  more  effective  than  those  treatments  generally  received 
when  seeking  help.  At  the  same  time,  the  relative  average 
effectiveness  of  this  melage  of  contemporary  techniques  has 
not  been  determined,  thus  making  it  difficult  to  precisely 
assess  treatment  effectiveness  of  the  comparison  behavioral 
group. 

Barnard  and  Ritch  (Note  1)  developed  a behavioral  motoric 
approach  to  the  treatment  of  inpatient  depressives.  Taking 
material  from  a psychoanalytic  framework,  Barnard  and  Ritch 
feel  depression  is  caused  by  inhibited  anger.  To  treat  it 
then,  they  suggest  teaching  the  patient  to  actively  (motor- 
ically ) express  this  anger.  The  authors  used  a graduated 
series  of  exercises  in  which  the  therapist  first  models  the 
behavior,  then  asks  the  client  to  perform  it.  The  exercises 
are  graduated  as  to  the  degree  of  difficulty,  starting  with 
such  things  as  throwing  a lump  of  clay  and  shouting  "damn." 
The  exercises  escalate  to  the  point  where  the  client  is  box- 
ing with  the  therapist  and  role  playing  situations  in  which 
the  client  felt  angry  but  was  not  able  to  express  it.  The 
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intention  is  to  get  the  client  to  see  that  even  though  he 
has  acted  very  aggressively  toward  the  therapist,  the  ther- 
apist handled  it  and  did  not  get  destroyed.  Further,  the 
therapist  did  not  reject  the  client,  but  actually  was  drawn 
closer  to  him.  Hopefully,  these  effects  will  then  general- 
ize to  the  real  world. 

This  treatment  approach  was  used  on  14  patients,  and 
the  authors  report  that  significant  improvement,  as  evi- 
denced by  change  in  clinical  ratings  of  depression,  anxiety 
and  dependency , was  shown  in  13  patients . No  control  group 
was  used. 

Cognitive— Behavioral  Treatments  of  Depression 

Beck's  Cognitive  Treatment  of  Depression 

Beck  (1974,  and  Beck  et  al. , 1979)  believes  that  a neg- 
ative cognitive  set  is  the  major  cause  of  depression.  Beck 
feels  that  this  negative  cognitive  set  is  the  primary  causal 
element,  with  the  other  factors  such  as  the  depressed  affec- 
tive state,  decline  in  behavior  frequency,  and  somatic  com- 
plaints the  direct  result  of  this  negative  set.  The  negative 
cognitive  set  is  distinguished  by  a negative  view  of  the  self, 
of  the  environment,  and  of  the  future.  The  depressed  person 
feels  he  is  worthless,  others  are  cruel  and  that  nothing  will 
change  this.  The  individuals  may  be  predisposed  to  depres- 
sion by  having  certain  types  of  developmental  histories.  In 
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particular,  individuals  may  become  sensitized  to  negative 
experiences  by  experiencing  a severe  loss  in  childhood  (death 
of  parent)  or  by  experiencing  chronic  rejection  by  peers. 
These  events  may  serve  to  focus  the  individual's  attention 
on  the  negative  aspects  of  life,  a key  component  in  this 
model.  Individuals  may  also  be  depression-prone  due  to  the 
fact  that  they  set  (or  accept  from  their  parents)  very  rigid, 
perf ectionis tic  goals  for  themselves,  which  lead  them  to  ex- 
perience total  self-rejection  when  inevitable  disappointments 
appear . 

Beck  acknowledges  the  significance  of  precipitating 
events  in  the  appearance  of  depression,  with  the  important 
element  being  the  feeling  of  severe  loss.  Some  events  may 
be  experienced  as  a severe  loss  by  some  and  not  by  others 
depending  on  the  type  and  intensity  of  the  meanings  attached 
to  the  lost  individual,  activity  or  goal.  Given  a depres- 
sion-prone individual  and  a significant  loss.  Beck  feels 
that  a depressive  spiral  is  initiated.  The  individual  as- 
signs  the  cause  of  the  adverse  turn  of  events  to  some  short- 
coming in  himself.  He  becomes  self-critical , doubling  his 
difficulties.  Now  not  only  has  he  suffered  a loss,  but  he 
has  discovered  he  is  deficient.  He  starts  focusing  on  and 
exaggerating  all  his  weaknesses,  while  overlooking  his  pos- 
itive attributes.  This  spills  over  into  his  evaluation  of 
his  environment,  as  he  seeks  out  the  negative  component  in 
each  experience,  affirming  to  himself  that  he  is  worthless 
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and  the  world  is  a terrible  place.  Soon  this  negative  "tun- 
nel vision"  grows  to  include  the  future.  The  individual  be- 
gins to  expect  negative  consequences  from  all  his  ventures, 
and  in  fact,  experiences  these  unpleasant  outcomes  in  imag- 
ination as  if  they  had  in  fact  occurred.  He  is  worthless, 
the  world  is  a terrible  place,  and  therefore  life  could  only 
bring  more  pain.  When  this  negative  cognitive  set  regard- 
ing the  future  is  severe,  then  the  danger  of  suicide  is  im- 
minent. 

Beck  feels  that  altering  the  negative  cognitive  set  is 
the  key  to  alleviating  depression.  It  is  this  negative  set 
which  renders  the  individual  impervious  to  stimuli  in  the 
environment  which  could  be  positively  reinforcing  and  arouse 
pleasant  feelings.  Similarly,  it  makes  the  person  blind  to 
experiences  which  should  strengthen  his  self-esteem  and  af— 

his  worth.  Only  by  altering  this  negative  cognitive 
set  can  the  depressive  cycle  be  broken. 

Numerous  studies  have  investigated  treatment  strategies 
based  on  Beck's  (1974,  and  Beck  et  al. , 1979)  cognitive— be- 
havioral theory  of  depression. 

A.  Gioe  (1975)  explored  the  use  of  cognitive  modifica- 
tion and  positive  group  experience  as  a treatment  for  de- 
pression. Subjects  were  40  undergraduates  who  were  identi- 
fied as  mildly  depressed  on  the  Beck  Depression  Inventory. 
Subjects  were  assigned  to  one  of  four  treatment  groups:  cog- 

nitive modification,  positive  group  experience,  cognitive 
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modification  plus  positive  group  experience,  or  a no  treat- 
ment control  group.  The  cognitive  modification  treatment 
was  focused  on  altering  the  three  major  negative  cognitions 
ellucidated  by  Beck  et  al.  (1979) : negative  view  of  self, 
negative  view  of  the  world  and  negative  view  of  the  future. 
The  procedure  used  to  modify  these  cognitions  was  to  pair 
cognitive  self-statements  (or  positive  statements  about  the 
future  or  the  world)  with  relaxing  scenes  to  subjects  who  had 
undergone  relaxation  training.  This  technique  was  designed 
to  desensitize  individuals  to  thinking  positive  thoughts  and 
to  prepare  them  to  receive  positive  feedback  and  experience 
success.  The  positive  group  experience  was  phenomenological 
group  experience  designed  to  five  participants  positive  re- 
inforcement for  interpersonal  skills  and  social  interactions. 

The  data  suggest  that  the  cognitive  therapy  plus  pos- 
itive group  experience  was  significantly  superior  to  the 
other  conditions  in  reducing  depression.  Gioe  (1975)  sug- 
gests that  the  results  indicate  that  two  goals  must  be 
achieved  to  alleviate  depression:  modify  the  negative  cog- 

nitive set  which  makes  the  individual  impervious  to  positive 
experiences;  then  supply  or  put  the  individual  in  contact 
with  positive  experiences. 

B.  Schmickley  (1976)  ran  a multiple  single  subject 
study  investigating  the  effectiveness  of  Beck's  (1974)  cog- 
nitive modification  of  depression.  Subjects  were  11  de- 
pressed females  referred  from  a community  mental  health 


34 


center.  Treatment  involved  basic  exposure  to  Beck  et  al. 
(1979)  cognitive  model  of  depression,  identifying  depressive 
cognitions  and  their  rebuttals,  generating  positive  self- 
evaluatory  statements,  and  engaging  in  behaviors  with  a high 
probability  of  success  or  satisfaction.  The  data  showed  that, 
in  general,  the  depression  level  decreased  during  treatment, 
then  rebounded  during  reversal,  but  not  to  the  pre-treatment 
level.  Schmickly  suggests  that  the  data  show  some  support 
for  the  efficacy  of  cognitive  modification  in  the  reduction 
of  depressive  symptomatology  and  behavior  in  female  patients. 

C.  Shaw  (1977)  has  compared  the  effectiveness  of  Beck's 
(1974,  and  Beck  et  al.,  1979)  cognitive  treatment  of  depres- 
sion with  Lewinsohn's  (1974,  and  Lewinsohn  et  al.,  1969)  be- 
havioral treatment  of  depression.  Subjects  were  32  male  and 
female  depressed  college  students.  Four  groups  were  used, 
two  treatment  groups  and  two  control  groups.  One  group  re- 
ceived cognitive  modification  for  depression,  with  the  ma- 
jor goals  being  the  identification  of  automatic  negative 
thoughts,  the  exposure  of  distortions,  and  the  challenge  as 
to  their  validity.  At  the  same  time  that  the  therapist  un- 
covers and  destroys  irrational  thought  patterns,  he  sug- 
gests new  rational  nondepressing  ways  of  looking  at  situ- 
ations. Attention  is  also  focused  on  redicsovering  the 
client's  positive  attributes  and  skills.  Subjects  in  the 
behavioral  treatment  group  recieved  a treatment  package 
discussed  early  in  reviewing  Lewinsohn's  work  (1974). 

centered  on  increasing  the  rate  of  positive 
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reinforcement  received  by  the  subject.  Tools  used  in  this 
endeavor  included  the  use  of  reinforcement  schedules,  mood 
tracking,  behavioral  contracting,  the  Premack  principle,  be- 
havioral rehearsal,  self-reinforcement  and  goal  setting. 
Group  interaction  was  used  to  provide  feedback  on  social 

deficiencies  and  to  serve  as  an  audience  for  behav- 
ioral rehearsal  and  retraining.  The  family  or  spouse  was 
not  involved  in  the  treatment.  Subjects  in  the  nondirec- 
tive control  group  received  nondirective  supportive  therapy 
with  the  attention  on  reflection  and  clarification  of  feel- 
ings. The  final  group  was  a waiting  list  control  group. 

The  data  suggest  that  at  midtreatment,  the  cognitive  group 
was  significantly  less  depressed  than  the  other  three  groups, 
At  followup,  the  differences  between  the  cognitive  and  be- 
havioral group  were  nonsignificant. 

Shaw  suggests  that  the  data  support  the  efficacy  of  the 
cognitive  treatment  program  in  alleviation  of  depressive 
symptomatology . The  status  of  the  behavioral  program  in  re- 
gards to  these  data  is  less  well  supported. 

D.  Rush,  Beck,  Kovacs,  and  Hollon  (1977)  looked  at  the 
comparative  effectiveness  of  Beck's  (1974,  and  Beck  et  al., 
1979)  cognitive  treatment  with  pharmacotherapy  in  the  treat- 
ment of  depression.  Subjects  were  41  mixed  sex  depressed 
outpatients.  Subjects  were  randomly  assigned  to  receive  ei- 
ther individual  or  cognitive  therapy  or  pharmacotherapy. 
Cognitive  therapy  followed  Beck's  (1974,  and  Beck  et  al., 
1979)  format  as  previously  described  in  the  Shaw  (1977) 
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study.  Pharmacotherapy  involved  the  administration  of  flex- 
ible optimum  dosages  of  imipramine  hydrochloride.  This 
treatment  was  considered  representative  of  standard  tricyc- 
lic pharmacotherapy,  the  accepted  standard  treatment  for 
acute  symptoms  of  depression.  The  data  revealed  that  while 
both  treatments  produced  significant  reduction  in  depression, 
cognitive  therapy  resulted  in  significantly  greater  reduc- 
tion which  was  retained  at  followup. 

Rush  et  al.  (1977)  feel  these  results  suggest  that 
while  both  cognitive  treatment  and  pharmacotherapy  produce 
significant  decreases  in  depressive  symptomatology,  cogni- 
tive therapy  was  significantly  superior.  The  treatment  ef- 
fects appear  clinically  significant  and  relatively  stable. 
Premature  treatment  termination  also  seems  to  be  less  of  a 
problem  with  cognitive  therapy  than  with  pharmacotherapy. 

Beck's  (1974,  and  Beck  et  al.,  1979)  cognitive  treat- 
ment of  depression  has  the  most  accumulated  evidence  sub- 
stantiating its  effectiveness  in  reducing  depressive  symp- 
tomatology. Evidence  supports  its  efficacy  in  treating  de- 
pression in  both  clinical  outpatients  (Schmickley,  1976; 

Rush  et  al. , 1977)  and  depressed  college  students  (Shaw, 

1977,  Gioe,  1975).  It  appears  effective  both  in  individual 
(Schmickley,  1976;  Rush  et  al.,  1977)  and  in  group  treat- 
ment configurations  (Shaw,  1977;  Gioe,  1975).  Cognitive 
therapy  may  be  more  effective  than  non-directive  supportive 
group  therapy  (Gioe,  1975;  Shaw,  1977;  Rush  et  al. , 1977), 
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Lewinsohn's  behavioral  treatment  of  depression  (Shaw,  1977), 
and  pharmacotherapy  (Rush  et  al.,  1977).  While  each  re- 
search study  by  itself  has  some  shortcomings,  the  consistent 
positive  findings  across  studies  give  strong  support  to  the 
ability  cognitive  therapy  to  produce  clinically  signif- 
icant reductions  in  depressive  symptomatology.  At  the  pres- 
ent time,  other  considerations  aside,  the  cognitive  treatment 
of  depression  must  be  judged  as  the  treatment  of  choice  in 
dealing  with  depression.  The  evidence  also  can  be  used  to 
provide  indirect  qualified  support  for  Beck's  cognitive  con- 
ceptualization of  depression  (Beck,  1974,  and  Beck  et  al., 
1979) . Xt  appears  that  depression  can  most  effectively  be 
reduced  by  altering  certain  of  the  individual's  cognitions. 
This  finding  suggests  that  depressive  negative  cognitions 
may  be  the  core  component  of  depression,  as  proposed  by  Beck 
(1974,  and  Beck  et  al.,  1979).  Qualifications  must  be  made, 
however,  in  that  an  an  effective  treatment  paradigm  may  or 
may  not  bear  any  direct  relationship  to  the  etiology  of  the 
disorder.  In  this  case,  an  alternative  explanation  in  this 
case  could  be  that  while  the  etiology  of  depression  is  re- 
lated to  genetic-predisposition,  reinforcement  patterns,  or 
any  of  the  many  other  possibilities,  modification  of  the 
symptomatology  may  be  best  accomplished  through  modification 
of  key  depressive  cognitions. 
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Fuchs  and  Rehin  Self  Control  Treatment  of  Depression 

Fuchs  and  Rehm  (1977)  have  developed  and  tested  a cog- 
nitive-behavioral therapy  program  based  on  a self-control 
model  of  depression.  Self-control  is  defined  as  maintaining 
responses  in  the  absence  of  immediate  external  rewards.  It 
is  seen  to  be  composed  of  three  components:  self-monitoring, 

self-evaluation  and  self-reinforcement . In  the  self-control 
model  of  depression,  deficits  are  felt  to  be  found  in  all 
three  of  these  areas.  The  depressed  person  does  not  accu- 
rately and  objectively  monitor  his  situation-behavior-conse- 
quence patterns.  Instead,  it  is  hypothesized  that  he  dis- 
torts his  monitoring  by  either  selectively  monitoring  imme- 
diate external  events  while  ignoring  internal  or  delayed  con- 
sequences or  by  selectively  attending  only  to  negative 
events.  Fuchs  and  Rehm  developed  a treatment  strategy  that 
focused  on  sequential  remediation  of  these  three  areas . A 
group  treatment  format  was  used.  Subjects  were  36  depressed 
women  outpatients.  Clients  were  randomly  assigned  to  one  of 
three  groups.  Subjects  in  the  self-control  group  received 
six  weeks  of  instruction,  twice  a week  for  one  hour,  in  prin- 
ciples and  application  of  self-control  behavior.  The  first 
session  each  week  consisted  of  a didactic  presentation  and 
a homework  assignment,  while  the  second  week  was  a review 
and  discussion  of  homework,  with  appropriate  reinforcement. 
Subjects  were  trained  in  self —monitoring , self-evaluation 
and  self-reinforcement  skills  respectively.  Subjects  were 
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told  of  the  tendency  to  attend  selectively  to  negative 
events  and  short  term  consequences  and  how  that  contributes 
to  depressive  feelings.  To  facilitate  more  accurate  monitor- 
ing subjects  were  to  monitor  daily  their  positive  activities 
by  using  the  Positive  Activities  Survey  as  a guide.  Further, 
they  were  to  record  mood  after  each  event  and  graph  both. 

The  graphs  then  were  examined  for  emerging  patterns  or  cor- 
relations. Self-evaluation  training  then  began.  The  impor- 
tance of  setting  reasonable  reachable  goals  was  emphasized. 
The  subjects  were  then  instructed  to  identify  highly  rein- 
forcing low  frequency  activities  that  they  would  like  to  in- 
crease. Clients  were  then  helped  in  defining  appropriate 
concrete  subgoals  under  these  broad  categories.  Clients  con- 
tinued their  logging  and  tried  to  accomplish  and  log  some  of 
their  subgoals.  Subjects  were  then  taught  to  weight  their 
subgoals  as  to  their  relative  difficulty. 

Lastly  the  self-reinf orcement  phase  was  begun.  Sub- 
jects were  instructed  to  construct  lists  of  immediate  and 
easily  available  rewards  for  themselves  with  generously  low 
assigned  prices.  Clients  were  taught  to  reward  their  sub- 
goal behavior  appropriately  from  these  lists,  emphasizing 
strict  contingencies.  Finally,  subjects  were  coached  in 
the  use  of  covert  self-reinforcing  statements  for  attaining 
subgoal  behavior. 

Two  control  groups  were  used.  Clients  in  the  nonspe- 
cific  therapy  group  received  the  same  hours  of  treatment  as 
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the  self-control  group,  but  in  a nondirective  group  therapy 
format.  Subjects  in  the  waiting  list  control  group  were  ad- 
ministered the  pre—  and  post— treatment  dependent  measures 
but  no  treatment  (until  the  study  was  completed) . The  re- 
sults appeared  relatively  consistent  in  that  the  self-con- 
trol group  showed  significantly  greater  reduction  in  depres- 
sion which  was  maintained  at  followup. 


CHAPTER  III 

STATEMENT  OF  THE  PROBLEM 

A review  of  the  present  literature  regarding  the  behav- 
ioral and  cognitive  behavioral  treatment  of  depression  re- 
vealed two  treatment  programs  that  showed  particular  promise 
in  dealing  with  some  groups  of  depressed  individuals  (Beck, 
1974;  Beck  et  al.,  1979;  Fuchs  & Rehm,  1979).  Beck's  cog- 
nitive model  which  focuses  on  altering  negative  thought  pat- 
terns had  the  greatest  empirical  support.  There  was  evi- 
dence suggesting  that  it  may  be  more  effective  than  a behav- 
ioral approach  (Shaw,  1977),  tri-cyclic  pharmacotherapy 
(Rush,  Beck,  Kovas , & Hollon,  1977) , non-directive  therapy 
(Gioe , 1975;  Shaw,  1977)  or  no  treatment  (Shaw,  1977). 

Fuchs  and  Rehm's  (1977)  self-control  model  of  depression 
taught  the  client  to  decrease  his  depression  by  increasing 
his  level  of  obtained  positive  reinforcement  rhough  more  ac- 
curate self-monitoring,  self-evaluation,  and  self-reinf orce- 
ment.  There  were  indications  that  such  a self-control  pro- 
gram may  be  effective  in  decreasing  depression  and  that  it 
was  more  effective  than  supportive  group  therapy  or  no  treat- 
ment (Fuchs  & Rehm,  1977) . 

At  the  present  time,  no  one  had  investigated  the  com- 
parative efficacy  of  these  two  treatment  approaches.  Beck's 
model  had  the  greatest  empirical  support,  making  it  the 
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standard  with  which  other  treatments  were  to  be  compared. 

The  self-control  model  was  significant  in  that  it  was  a so- 
phisticated variation  of  Lewinsohn's  et  al.  (1969)  approach 
self-control  techniques  developed  most  prominently 
in  the  weight-control  literature  (Kanfer,  1971  and  Kanfer  & 
Karoly,  1972) . Both  of  these  techniques  combined  the  use  of 
both  behavioral  and  cognitive  treatment  strategies.  Such  a 
multi-modality  approach  may  maximize  the  impact  of  the  treat- 
ment program  (Meichenbaum,  1977) . Further,  the  combination 
of  cognitive  and  behavioral  components  may  increase  the  like- 
lihood of  obtaining  a lasting  treatment  effect.  The  behav- 
ioral components  may  be  useful  in  identifying  and  altering 
maladaptive  behavior  patterns  while  the  cognitive  components 
may  serve  the  function  of  integrating  and  sustaining  the  be- 
havior change.  It  should  be  noted  that  while  both  models 
combine  cognitive  and  behavioral  treatment  components,  the 
relative  emphasis  each  places  on  these  specific  factors  was 
different . Beck's  cognitive  treatment  model  stressed  the 
modification  of  maladaptive  thought  patterns,  and  put  its 
greatest  effort  forth  in  this  area.  At  the  same  time,  be- 
havioral techniques,  such  as  recording  positive  activities, 
recording  depressive  thoughts,  and  listing  their  positive  at- 
tributes were  utilized.  Thus  Beck  used  behavioral  treatment 
component,  though  one  secondary  to  cognitive  modification. 

In  contrast,  Fuchs  and  Rehm  (1977)  concentrated  more  on  be- 
havioral techniques  in  their  treatment  strategy.  Emphasis 
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was  placed  on  recording  the  occurrence  of  positive  activ- 
ities and  concurrent  mood  charting,  the  setting  of  goals, 
and  appropriate  self-reinf orcement . There  were  cognitive 
components  also,  though  they  were  closely  tied  to  the  behav- 
ioral strategies.  Clients  were  taught  to  observe  and  eval- 
uate more  accurately  their  behavior.  They  were  instructed 
to  recognize  the  correlation  between  mood  and  behavior  and 
conceptualize  depression  as  a result  of  an  inappropriate  re- 
sponse pattern.  They  were  trained  to  think  in  terms  of  goal- 
setting and  taught  to  self-reinforce  covertly  through  think- 
ing positive  thoughts  when  they  have  responded  appropriately. 
Such  activities  indicated  a cognitive  element  to  the  treat- 
ment, though  one  secondary  to  the  strong  behavioral  empha- 
sis. Both  programs  then  combined  the  use  of  behavioral  and 
cognitive  treatment  strategies,  though  with  different  rela- 
tive emphasis. 

Beck  et  al.,  (1979)  and  Fuchs  and  Rehm  (1977)  used  pre- 
dominantly a group  treatment  approach.  Both  could  be  applied 
either  on  an  individual  or  group  basis.  For  research  pur- 
poses, group  treatment  approaches  offered  numerous  pragmatic 
advantages,  the  major  benefit  being  the  facilitation  of  the 
collection  of  data  from  a relatively  large  number  of  subjects 
with  a reasonable  investment  of  time  and  effort.  Clinically, 
group  approaches  maximize  the  impact  a therapist  can  have  in 
the  time  available  to  him.  He  is  able  to  help  a greater  num- 
ber of  patients  while  eliminating  for  him  a constant 
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repetition  of  the  same  ideas  and  techniques  inherent  in  see- 
ing a series  of  individual  patients  with  similar  problems. 

The  high  incidence  of  depression  (Schuler  & Katz,  1973) 
makes  formation  of  treatment  groups  for  depressed  individuals 
a realistic  possibility.  Further,  group  treatment  may  pro- 
vide a shared  supportive  atmosphere  for  depressed  individuals 
and  indicate  to  them  that  they  are  not  alone  in  their  diffi- 
culties . 

A question  secondary  to  the  question  of  overall  treat- 
ment efficacy  was  whether  there  were  individual  differences 
in  response  to  the  cognitive  and  self-control  treatments  and 
what  were  the  correlates  of  these  differences.  One  dimension 
that  might  have  been  relevant  was  locus  of  control.  Locus 
of  control,  as  defined  by  Rotter  (1966)  referred  to  the  de- 
gree to  which  an  individual  feels  that  his  rewards  are  a re- 
sult of  his  own  behavior  as  opposed  to  being  contingent  on 
external  forces  out  of  his  influence  or  control.  The  contin- 
uum is  from  internal  (rewards  are  dependent  on  my  behavior) 
to  external  (rewards  are  unrelated  to  my  behavior) . It  is 
quite  possible  that  an  individual's  response  to  different 
therapeutic  paradigms  may  be  affected  by  where  he  lies  on 
this  continuum.  In  particular,  externalizers  may  respond 
more  positively  to  a cognitive  treatment  of  depression,  as 
it  involves  the  therapist  in  challenging  and  changing  ac- 
tively the  individual's  perceptions  and  thought  patterns. 

Such  an  active  external  intervention  is  compatible  with  the 
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externalizer ' s belief  that  control  is  external  to  him.  In 
contrast,  the  self-control  treatment  approach  places  the 
burden  on  the  individual  to  take  control  and  to  change  his 
behavior  patterns.  Such  an  approach  may  be  more  congruent 
with  the  internalizer 's  believe  that  he  has  control,  and 
that  it  is  his  behavior  that  is  significant. 

The  present  study  looked  at  the  comparative  efficacy  of 
Beck  s (1967,  1974;  Beck  et  al. , 1979)  cognitive  treatment 
program  and  Fuchs  and  Rehm's  (1977)  self-control  behavioral 
treatment  package.  Further,  it  examined  the  influence  of 
locus  of  control  on  response  to  the  two  treatments.  The 
following  hypotheses  were  explored: 

1.  Both  groups  would  show  significant  decrease  in  depres- 
sion at  the  end  of  treatment. 

2.  There  would  be  no  significant  difference  in  the  levels 
of  depression  between  treatment  groups  at  the  end  of 
treatment 

3.  Both  groups  would  maintain  a significant  decrease  in 
depression  at  followup. 

4.  There  would  be  no  difference  in  the  levels  of  depres- 
sion between  the  treatment  groups  at  followup. 

5.  Externalizers  would  respond  more  effectively  to  the  cog- 
nitive treatment. 

6.  Internalizers  would  respond  more  effectively  to  the 
self-control  treatment. 


CHAPTER  IV 
METHOD 


Design 

The  design  was  a 2x3  randomized  block  design  with  re- 
peated measures.  The  independent  variables  were  the  two 
levels  of  treatment  (cognitive  and  self-control)  and  three 
levels  of  therapist  (three  different  therapists) . Thera- 
pists formed  the  blocks,  with  the  two  levels  of  treatment 
within  each  block.  The  repeated  measures  were  pretreatment, 
posttreatment  and  followup.  Locus  of  control  was  consid- 
ered as  a covariate.  No  control  groups  were  used,  as  it  was 
decided  that  previous  research  efforts  had  demonstrated  ade- 
quately the  greater  effectiveness  of  these  techniques  when 
compared  to  non-directive  therapy  (Fuchs  & Rehm,  1977;  Shaw, 
1977  and  Gioe,  1975)  or  waiting  list  control  groups  (Fuchs  & 
Rehm,  1977  and  Shaw,  1977) . Further,  several  studies  had  il- 
lustrated the  lack  of  spontaneous  remission  of  depression 
over  a short  period  of  time  (Fuchs  & Rehm,  1977,  and  Shaw, 
1977) . 


Subjects 

The  Ss  were  30  depressed  females  between  the  ages  of  18 
and  60  recruited  through  the  mass  media.  The  method  used 
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was  similar  to  that  of  Fuchs  and  Rehm  (1977) , using  signs 
on  campus,  advertisements  in  the  local  newspapers,  and  re- 
leases to  the  local  radio  stations  and  newspapers.  The  pro- 
gram was  restricted  to  women  in  order  to  ensure  some  homo- 
geneity of  the  sample,  to  promote  therapy  group  cohesiveness 
(Yalom,  1970)  and  to  produce  a more  consistent  replication 
of  previous  studies  (Beck,  1974;  Beck  et  al.,  1978;  Fuchs  & 
Rehm,  1977;  Gioe,  1975;  and  Shaw,  1977).  Further,  it  has 
been  suggested  that  reported  depression  is  more  prevalent 
among  women  (Beck,  1967) , thus  making  them  a logical  target 
population  for  this  study. 

Subjects  were  selected  by  a noncompensatory  multiple 
cutoff  procedure  using  the  following  four  sets  of  criteria; 

(1)  On  the  Minnesota  Multiphasic  Personality  Inventory  (MMPI) 
scores  met  these  criterion:  F-K<11,  p>69.  A sum  of  F-K  of 

less  than  11  gave  some  indication  that  the  profile  was  valid 
and  that  the  subject  was  not  attempting  to  misrepresent 
their  level  of  distress  to  gain  entrance  to  the  study.  A 
score  of  70  or  greater  on  the  D (Depression)  scale  is  at 
least  two  standard  deviations  above  the  mean  and  is  felt  to 
be  a clinically  significant  level  of  depression.  (2)  A Beck 
Depression  Inventory  (Appendix  A,  BDI , Beck,  1972)  score  of 
11  or  more.  The  internal  consistency  and  validity  of  this 
instrument  is  well  documented  (Beck  & Beamesdorf er , 1974) . 

A score  of  11  is  in  the  mild  range  of  depression.  (3)  Screen- 
ing questionnaire  (Appendix  B,  adopted  from  Fuchs  & Rehm, 
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1977)  and  interview  revealed  no  history  of  psychiatric  hos- 
pitalization, serious  suicidal  ideation  or  attempts,  and  no 
involvement  in  any  other  therapy  for  problems  related  to  psy- 
chological functioning  within  the  past  month.  (4)  Clinical 
judgment  based  on  MMPI  profile,  BDI  score  and  interview  data 
indicated  that  depression  was  the  major  presenting  psycho- 
pathology, that  it  was  of  at  least  four  months  duration,  and 
that  the  clients  were  psychotic  or  suicidal. 

Subjects  were  interviewed  and  administered  the  MMPI, 

BDI,  screening  questionnaire,  and  the  Rotter  I-E  Scale  (Rot- 
ter, 1966) . The  Rotter  I-E  Scale  is  designed  to 

measure  the  degree  to  which  individuals  feel  that  the  rewards 
they  receive  are  contingent  on  their  own  behavior.  The  scale 
is  a 29  item,  forced-choice  scale  consisting  of  23  I-E  items 
and  6 filler  items.  Internal  consistency  is  reported  to  be 
in  the  .65-. 79  range  (Rotter,  1966)  while  test-retest  relia- 
bility is  in  the  .49-. 83  range  (Rotter,  1966). 

Therapists 

Three  therapists  (two  males,  one  female)  were  used  to 
permit  analysis  for  a therapist  effect  or  a therapist  by 
treatment  interaction.  The  therapists  were  post-masters 
level  graduate  students  in  clinical  psychology.  An  attempt 
was  made  to  equate  their  levels  of  training  and  experience. 

All  therapists  ran  a cognitive  treatment  group  and  a self- 
control  treatment  group.  They  were  trained  by  the  Experimenter 
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(E)  in  these  treatment  techniques  through  the  use  of  therapy 
manuals  developed  by  Shaw  (1977  and  Fuchs  and  Rehm  (1977) . 
Therapists  were  given  group  supervision  on  a weekly  basis  by 
the  E throughout  the  course  of  treatment.  After  completing 
the  treatment  phase,  the  therapists  were  asked  to  respond  on 
a five-point  Likert  scale  as  to  their  comfortableness  with 
each  of  the  treatment  techniques.  The  data  obtained  were  used 
to  give  a rough  estimate  of  any  therapist- treatment  bias. 

Therapists  were  given  a misdirection  message  as  to  the 
purpose  of  the  study  to  minimize  any  biasing  effects  they 
might  exert  on  the  outcome  of  the  present  study. 

Dependent  Measures 

The  MMPI  and  the  BDX  were  used  as  dependent  measures, 
given  at  screening,  at  the  end  of  treatment  and  at  a six- 
week  followup.  Two  dependent  measures  were  extracted  from 
the  MMPI  scores,  the  D-scale  and  the  MMPI  total  elevation 
score.  While  Beck  (1967)  has  some  criticisms  over  the 
use  of  the  MMPI  D-scale  to  measure  change  in  depression, 
it  is  perhaps  the  most  often  used  measure  of  depression 
in  clinical  studies.  As  such,  it  allowed  comparability 
of  results  with  other  studies.  Further,  as  a measure 
with  low  face  validity  (being  empirically  derived)  it 
served  as  a somewhat  disguised  self-report  measure.  The  MMPI 
total  elevation  score  was  the  unweighted  sum  of  K-corrected 
T scores  obtained  on  the  10  clinical  scales  of  the  MMPI. 
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Goldberg  (1965,  1968)  has  suggested  that  such  a simple  lin- 
ear combination  of  scale  scores  on  the  MMPI  is  useful  in  pre- 
dicting severity  of  disorder.  Further,  Fuchs  and  Rehm  (1977) 
utilized  the  MMPI  total  elevation  score  as  a measure  of  over- 
all  intensity  of  pathology,  and  its  incorporation  in  the 
presented  study  facilitated  comparison  of  results. 

The  BDI  is  a 21  item  self-report  depression  inventory 
whose  items  were  empirically  chosen  on  the  basis  of  their 
relationship  to  overt  behavioral  manifestations  of  depres- 
sion. Correlations  with  clinical  judgment  of  depression, 
pre  and  post-drug  treatment  ratings.  Depressive  Adjective 
Checklist  scores  (DACL) , and  the  MMPI  D-scale  range  from  .65 
to  .75,  suggesting  adequate  reliability  and  validity  of  this 
measure . 

Further,  a behavioral  measure  of  depression  was  em- 
ployed, using  a variation  of  a group  interaction  measure 
used  by  Fuchs  and  Rehm  (1977) . The  measure  focused  on  group 
interaction,  looking  specifically  at  the  total  time  of  talk- 
ing during  a measured  period.  The  group  interaction  was  re- 
corded on  audio  tape  during  a ten-minute  period  in  both  the 
first  and  last  treatment  session  while  the  therapist  excused 
himself  from  the  room  for  that  period.  The  audio  tape  of 
the  resulting  spontaneous  interaction  was  scored  for  the  to- 
tal amount  of  time  in  which  any  group  member  was  talking. 
While  this  was  a simpler  and  less  specific  group  interaction 
measure  than  those  used  by  Fuchs  and  Rehm  (1977) , it  did  not 
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have  problems  with  independence  of  observation  inherent  in 
such  measures  and  was  compatible  with  the  use  of  analysis  of 
variance  techniques. 


Procedure 

Subjects  were  recruited  through  the  mass  media  as  pre- 
viously described.  They  were  then  scheduled  for  small  group 
initial  screening  interviews,  on  which  they  were  given  the 
Screening  Questionnaire,  the  MMPI,  the  BDI  and  the  I-E  Scale. 
In  addition,  each  individual  was  given  a short  clinical  in- 
terview to  validate  the  seriousness  of  the  depression  but  to 
rule  out  the  presence  of  psychosis  or  active  suicide  poten- 
tial. All  testing  and  interviewing  was  done  by  the  E.  Ss 
were  notified  by  the  E within  ten  days  by  telephone  of  the 
results  of  the  screening.  If  the  subject  did  not  qualify 
for  the  study , she  was  tactfully  told  that  she  did  not  meet 
the  experimental  criteria.  They  were  then  queried  as  to 
their  interest  in  the  study  and  referrals  to  appropriate  lo- 
cal mental  health  agencies  (Clinical  Psychology  Clinic,  Stu- 
dent Mental  Health,  Community  Mental  Health  Center)  were 
made.  Special  efforts  were  made  to  encourage  those  individ- 
uals who  did  not  qualify  for  the  program  due  to  high  suicide 
or  psychotic  risk  to  quickly  seek  additional  treatment. 

The  30  Ss  qualifying  for  the  study  were  randomly  as- 
signed to  one  of  the  six  groups.  There  were  five  Ss  in  each 
group,  with  each  of  the  three  therapists  having  a self-control 
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treatment  group  and  a cognitive  treatment  group.  Subjects' 
time  availabilities  were  given  consideration  in  the  sched- 
uling of  the  therapy  groups.  These  subjects  were  contacted 
ky  the  E by  telephone  and  invited  to  join  the  therapy  group 
to  which  they  had  been  assigned.  They  were  informed  of 
their  therapist's  name,  the  starting  date,  the  meeting  time 
and  location.  All  30  Ss  agreed  to  participate  in  the  group. 

therapist  (therapist  1)  started  her  groups  one  week 
later  than  the  other  two  therapists,  due  to  the  difficulty 
in  arranging  times  and  locations  and  recontacting  all  the 
Ss . 

Of  the  30  Ss  accepting  enrollment  into  the  groups,  nine 
of  these  dropped  out  in  the  course  of  treatment.  Five  Ss 
dropped  out  from  the  cognitive  group  (0  from  therapist  3, 

3 from  therapist  2,  and  2 from  therapist  1).  Four  Ss  dropped 
out  from  the  self-control  therapy  groups  (all  from  therapist 
1) . Of  these  four,  two  never  attended  any  of  the  sessions, 
though  they  had  agreed  to  participate  in  the  study.  Subjects 
missing  a session  were  called  within  the  next  week  by  the 
therapist  and  encouraged  to  come  the  next  session.  If  they 
did  not,  this  was  repeated.  After  this,  the  procedure  was  to 
contact  the  S^  and  see  if  further  treatment  was  desired  and 
to  make  a referral  to  a local  mental  health  agency  if  indi- 
cated. One  S was  removed  from  the  study  by  a therapist  when 
he  felt  the  suicide  risk  had  become  too  great  to  deal  with 
within  the  present  format.  This  S was  referred  to  a therapist 


53 


at  the  Clinical  Psychology  Clinic  for  more  intensive  eval- 
uation and  treatment.  All  of  the  remaining  11  self-control 
Ss  and  10  cognitive  treatment  Ss  attended  at  least  four  of 
the  six  treatment  sessions.  Seventy-six  percent  attended 
five  of  six  sessions,  and  57%  attended  all  of  the  sessions. 
Subjects  missing  a session  were  encouraged  by  the  therapist 
to  come  early  to  the  next  session,  so  as  to  allow  time  to 
go  over  missed  material. 

Subjects  were  post-tested  by  the  E the  week  after  treat- 
ended  and  at  a followup  testing  five  weeks  later.  The 
same  paper  and  pencil  measures  were  given  at  these  sessions 
as  were  given  during  pre-treatment  screening  (excluding  the 
screening  questionnaire) . Subjects  who  missed  one  of  these 
sessions  were  immediately  contacted  by  phone  by  the  E and 
another  testing  appointment  scheduled  as  soon  as  possible. 

If  they  missed  the  session,  the  procedure  was  repeated.  In 
this  fashion,  all  21  Ss  finishing  the  program  were  success- 
fully reached  for  the  post-treatment  and  followup  testing 
sessions.  At  the  final  followup  session,  it  was  noted  that 
two  Ss  were  engaged  in  further  treatment,  one  self-control 
S and  one  cognitive  S . 

Self-Control  Treatment 

Subjects  in  the  self-control  therapy  groups  underwent  a 
treatment  program  outlined  by  Fuchs  and  Rehm  (1977) . Basic- 
ally*  the  treatment  consisted  of  a once— a— week,  six  week  pro- 
gram consisting  of  three  sequential  phases:  (1)  self-monitoring; 
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(2)  self-evaluation;  and  (3)  self-reinforcement.  Two  ses- 
sions were  spent  on  each  phase,  the  initial  session  being  a 
^id^ctic  training  session  and  the  second  session  being  a re- 
view and  discussion  of  the  previously  presented  material. 
Homework  was  assigned  during  the  didactic  sessions  and  dis- 
cussed in  the  review  session.  Subjects  were  instructed  in 
a basic  behavioral  framework  of  depression.  Mood  was  seen 
as  a result  of  behavior , with  depressed  mood  occurring  when 
actions  do  not  result  in  desired  outcomes  or  rewards.  Self- 
control  was  emphasized  as  a skill  which  would  help  the  in- 
dividual to  obtain  more  of  his  desired  outcomes  and  that 
would  operate  as  a mechanism  to  maintain  goal-oriented  be- 
havior when  rewards  were  not  forthcoming  immediately.  Empha- 
sis was  placed  on  the  use  of  behavioral  techniques  such  as 
recording  positive  activities,  logging  mood  ratings,  chart- 
ing, goal-setting,  establishing  a point  system  for  self -re- 
inforcement. No  attention  was  paid  to  the  Ss ' cognitions, 
cognitive  distortions,  assumptions,  beliefs,  value  or  under- 
lying  attitudes  as  they  might  have  been  related  to  depres- 
sion, nor  was  any  attempt  made  to  identify  or  alter  them. 

Cognitive  Modification 

Subjects  in  the  cognitive  modification  group  were  treated 
by  methods  developed  by  Beck  (1967,  1974;  Beck  et  al . , 1974). 
The  actual  structure  of  the  treatment  followed  the 


program 
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developed  by  Shaw  (1977)  for  group  treatment  of  depression. 
The  usual  twice-a-week  for  four  weeks  format  was  altered  to 
a once-a-week  for  six  weeks  format  to  make  it  equivalent  to 
the  self-control  treatment  in  terms  of  time.  The  latter  for- 
mat was  chosen  because  it  provides  a sufficient  length  of 
time  to  give  the  self-control  techniques  a chance  to  work. 

It  was  not  felt  that  the  integrity  or  effectiveness  of  the 
cognitive  treatment  was  compromised  in  adapting  it  to  this 
different  time  schedule,  as  effective  results  have  been  re- 
ported in  as  few  as  four  cognitive  treatment  sessions 
(Schmickley,  1976) . 

The  cognitive  treatment  program  consisted  of  six  sequen- 
tial phases  (Shaw,  1977) : (1)  cognitive  rationale  for  de- 

pression; (2)  exploration  of  history  and  current  status  of 
symptoms;  (3)  exploration  of  depressive  cognitions;  (4)  ex- 
amination, evaluation,  and  modification  of  the  depressive 
cognitions;  (5)  identification  of  underlying  assumptions; 
and  (6)  examination,  evaluation  and  modification  of  basic 
promises  and  assumptions.  Subjects  were  instructed  in  a 
basic  cognitive  framework  of  depression.  Depression  was 
viewed  as  the  result  of  an  individual's  faulty  assumptive 
system  that  results  in  a systematic  distortion  of  his  expe- 
riences, producing  a negative  view  of  himself,  the  world 
and  the  future.  The  major  goal  was  "to  alter  the  idiosyn— 
cratic , maladaptive  ideation  of  depressed  patients"  (Shaw, 
Note  2,  p.  1).  Emphasis  was  placed  on  identifying. 
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evaluating  and  modifying  depressive  cognitions,  distortions, 
and  invalid  assumptions,  beliefs  and  attitudes  as  they  re- 
l^te  to  depression.  Subjects  were  taught  to  use  logic  and 
rational  thought  to  evaluate  and  modify  their  depressive 
cognitive  patterns.  Beck's  Daily  Record  of  Dysfunctional 
Thoughts  (Beck  et  al.,  1979)  was  used  in  this  process.  No 
attention  was  given  to  the  S's  activity  level,  her  goal- 
oriented  behavior  or  her  level  of  positive  reinforcement, 
nor  was  any  attempt  made  to  identify  or  alter  these  proc- 
esses. No  behavioral  recording,  charting,  goal  setting  or 
reinforcement  methods  were  used. 

All  Ss  were  retested  after  six  weeks  of  treatment  and 
at  a six-week  post- treatment  followup. 


CHAPTER  V 
RESULTS 

Characteristics  of  Sample 

The  means  and  standard  deviations  of  the  two  treatment 
groups  on  the  range  of  dependent  measures  at  pretest,  post- 
test and  followup  are  reported  in  Table  1.  T-tests  on  the 
pretest  measures  for  the  two  groups,  as  well  as  on  age,  re- 
vealed no  significant  differences,  indicating  that  the  ran- 
domization process  was  effective. 

Ss  staying  in  treatment  were  compared  to  the  nine  Ss 
which  dropped  out  of  treatment  through  the  use  of  T-tests. 

No  significant  differences  were  found  in  age  or  on  any  of 
the  dependent  measures  taken  at  pretest.  Three  of  the  Ss 
who  left  treatment  were  students  and  six  were  not. 

Dependent  Measures 

An  analysis  of  variance  with  repeated  measures  was  per- 
formed on  each  of  the  dependent  measures.  Results  of  the 
Beck  Depression  Inventory  measure  showed  a significant  ef- 
fect due  to  Time  (F=27.37;  df=2,10;  £>.0001).  Post-Hoc 
analysis  using  Duncan's  Multiple  Range  Test  indicated  a sig- 
nificant decrease  in  scores  from  pretest  to  posttest,  which 
was  maintained  at  followup.  There  was  no  difference  between 
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Table  1.  Group  Means  and  Standard  Deviations  on 
Dependent  Measures 
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groups,  nor  was  there  a Group  by  Locus  of  Control  interac- 
tion. 

Analysis  of  the  MMPI  Total  Elevation  scores  yielded  sim- 
ilar results,  showing  a significant  effect  due  to  Time  (F= 
41.25;  df=2,  10;  £>.0001).  Post-hoc  tests  indicated  a sig- 
nificant decrease  in  scores  from  pretest  to  posttest,  and  a 
further  significant  decrease  at  followup.  Again,  there  was 
no  difference  between  groups  nor  was  there  a Group  X Locus 
of  Control  interaction. 

Analysis  of  the  MMPI-D  Scale  data  produced  a signifi- 
cant three-way  interaction  between  Group,  Therapist  and  Time 
(F=3 . 96 ; df =3 , 10 ; p>.0424).  Figures  1,  2,  and  3 illustrate 
the  interaction.  Post-hoc  analysis  suggests  a Therapist  X 
Group  interaction  at  pretest  and  posttest,  which  disappears 
at  followup.  The  extremely  small  N involved  in  these 

interactions,  as  well  as  the  fact  that  the  effect  disappeared 
at  followup,  discourages  further  examination  of  this  phenom- 
enon. Further,  it  should  also  be  noted  that  there  was  a 
Time  effect  (F=15.72;  df=2,10;  p>.0008) , which,  if  ignoring 
the  three-way  interaction,  shows  a significant  decrease  in 
scores  from  pretest  to  posttest  and  is  maintained  at  follow- 
up. There  were  no  significant  differences  between  treatment 
groups,  nor  was  there  a Group  X Locus  of  Control  interaction. 

Analysis  of  the  Group  Interaction  data  revealed  no  sig- 
nificant effects.  The  analysis  was  run  on  only  two  of  the 
three  therapists'  groups,  as  one  therapist  had  only  one  S 
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remaining  in  her  self-control  group,  preventing  the  collec- 
tion of  the  Group  Interaction  data.  There  was  also  an  indi- 
cation of  a ceiling  effect  on  this  variable;  as  a pretest 
all  groups  were  talking  for  over  nine  minutes  of  the  alloted 
ten  minute  period,  leaving  limited  room  for  increase. 

Clinical  Observations 

At  the  pretest  period,  all  21  Ss  were  in  the  depressed 
range  on  the  Beck  Depression  Inventory  ( >1 0 ) and  the  MMPI-D 
Scale  ( >70) . At  the  end  of  treatment,  two  of  the  Ss  in  the 
cognitive  group  and  four  of  the  Ss  in  the  self-control  group 
remained  in  the  depressed  range  on  the  Beck  scale.  At  fol- 
lowup, the  figures  are  one  and  five  respectively.  On  the 
MMPI-D  Scale,  five  Ss  in  the  cognitive  group  and  five  Ss  in 
the  self-control  group  remained  in  the  depressed  range.  At 
followup,  the  frequencies  were  five  and  four,  respectively. 

At  the  followup  session,  many  of  the  Ss  from  both  groups 
reported  significant  changes  in  their  feelings  and  behavior 
after  participating  in  the  study.  They  went  out  of  their 
way  to  express  their  gratitude  to  the  researcher  and  several 
had  friends  or  acquaintances  which  they  wished  to  refer  to 
the  researcher  for  future  groups.  Two  of  the  21  Ss  also  in- 
dicated that  they  had  sought  more  treatment  after  the  study 
had  ended  (one  S from  each  type  of  group) . A telephone  fol- 
lowup was  done  on  those  nine  Ss  which  dropped  out  of 
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treatment.  Ss  were  contacted  13  weeks  after  treatment  had 
ended  and  were  asked  if  they  had  sought  other  treatment  and 
if  they  were  still  depressed.  Of  the  seven  Ss  who  could  be 
reached,  four  reported  still  feeling  depressed  and  two  had 
sought  other  treatment. 


CHAPTER  VI 
DISCUSSION 


Summary  of  Results 

The  results  support  four  of  the  six  major  hypotheses. 

Both  groups  showed  a significant  decrease  in  depression  at 
the  end  of  treatment.  Both  groups  maintained  or  widened 
this  margin  at  the  six  week  followup.  There  was  no  differ- 
ences between  groups  in  decreasing  depression  across  time. 

A three-way  interaction  between  Group  x Therapist  x Time  on 
the  MMPI-D  scale  suggests  the  possibility  that  some  ther- 
apists may  be  more  effective  with  one  or  the  other  of  these 
techniques.  No  effects  were  found  on  the  Group  Interaction 
measure,  an  experimental  assessment  technique  which  seemed 
to  have  methodological  flaws,  involving  an  apparent  ceiling 
effect  in  the  data  and  unequal  number  of  Ss  within  groups . 

No  Locus  of  Control  X Group  interaction  was  noted,  lend- 
ing no  support  to  the  hypothesis  that  externalizers  will  re- 
spond more  effectively  to  the  cognitive  treatment,  while  in- 
ternalizers  will  benefit  more  from  the  self-control  approach. 

Treatment  Effects 

Both  treatment  groups  produced  significant  reductions 
in  psychopathology  as  measured  by  the  multiple  dependent  measures 
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and  these  reductions  were  maintained  or  increased  at  follow- 
up. There  was  no  significant  difference  between  the  groups 
in  the  amount  of  change  produced.  On  the  BDI , both  groups 
showed  a significant  reduction  in  depression  at  the  end  of 
treatment  and  a nonsignificant  further  reduction  at  followup. 
The  MMPI  Total  Elevation  data  substantiate  this  pattern, 
but  add  a further  significant  reduction  at  followup. 

Three-way  interaction  was  found  on  the  MMPI-D  data, 
which  will  be  discussed  in  a later  section.  If  the  interac- 
tion can  be  temporarily  set  aside,  the  same  pattern  emerges, 
with  a significant  decrease  in  depression  in  both  groups  at 
the  end  of  treatment  and  a smaller  decrease  at  followup. 

Thus , it  would  seem  that  not  only  were  both  treatments 
effective  in  producing  significant  reduction  in  psychopath- 
oiogy , but  that  the  effect  was  endured  and  had  increased  six 
weeks  after  the  end  of  treatment.  Such  a pattern  would  be 
consistent  with  the  conceptualization  of  these  short  term 
treatments  in  a skill-learning  format,  in  which  Ss  are  taught 
skills  which  they  can  implement  outside  of  treatment  and 
gain  facility  in  their  use  with  time  and  practice. 

Therapist  Effects 

The  attrition  rate  of  Ss  was  not  equal  amongst  the 
therapists.  Therapist  1 lost  six  Ss,  therapist  2 lost  three 
Ss  and  therapist  3 did  not  lose  any  Ss.  The  expected  attri- 
tion rate  from  examining  other  studies  was  20%.  Therapist  1 
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clearly  exceeded  this  figure  and  her  attrition  was  notice- 
ably  greater  than  the  other  therapists . Several  factors  may 
enter  in  explaining  the  greater  attrition,  the  major  element 
being  that  due  to  scheduling  difficulties,  therapist  1 began 
her  groups  one  week  later  than  the  other  therapists.  Thus, 
her  Ss  had  to  wait  one  extra  week  before  beginning  treatment 
than  did  Ss  in  other  therapists'  groups.  This  may  have  pro- 
duced some  frustration  in  these  Ss  or  have  resulted  in  a 
lessening  of  motivation  for  change.  The  second  factor  to 
consider  in  explaining  the  greater  attrition  lends  some  sup- 
port to  this  hypothesis.  Namely,  of  the  10  Ss  assigned  to 
this  therapist,  two  never  appeared  for  treatment.  Thus,  she 
began  treatment  with  only  eight  Ss  while  the  other  therapists 
started  with  10.  The  therapist  starting  treatment  one  week 
later  was  the  only  therapist  to  have  Ss  fail  to  attend  at 
least  the  first  session  of  treatment.  It  could  be  speculated 
that  the  extra  wait  could  account  for  both  the  initial  no 
shows  and  the  greater  attrition  rate.  Another  factor  was 
that  therapist  1 was  the  only  female  therapist  in  the  study 
and  there  may  be  a relationship  between  the  sex  of  the  ther- 
apist and  the  attrition.  Due  to  the  limited  number  of  ther- 
apists involved  in  the  present  study,  further  speculation  as 
to  the  nature  and  possible  significance  of  a therapist  sex 
effect  on  attrition  would  be  unwise,  though  the  idea  should 
be  considered  in  future  research. 
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The  Group  x Therapist  x Time  interaction  encountered  in 
the  MMPI-D  scale  data  appears  to  be  part  artifact  and  part 
valid  finding.  The  artifact  appears  at  the  pretest  point, 
where  therapist  1 appears  to  show  a difference  between  groups 
(refer  to  Figure  1) . The  self-control  group  in  this  case 
represents  only  one  individual,  as  four  of  the  five  members 
of  this  group  dropped  out  at  the  end  of  treatment.  Thus,  the 
apparent  significant  difference  is  only  due  to  one  individ- 
ual's elevated  score,  and  does  not  represent  a true  differ- 
ence between  groups.  At  posttest  (see  Figure  2)  the  same 
observation  applies,  and  therapist  l's  data  should  be  ig- 
nored at  this  point.  That  does  leave  a significant  differ- 
ence between  the  four  remaining  groups.  It  appears  that 
Therapist  2 was  more  effective  with  the  cognitive  group, 
while  therapist  3 favored  self-control  approach.  At  follow- 
up (see  Figure  3)  the  pattern  remains  the  same,  but  the  dif- 
ference is  decreasing  and  is  no  longer  significant.  An  ex- 
amination of  these  two  therapists'  scores  on  a five-point 
Likert-scale  assessing  how  comfortable  they  were  with  each 
treatment  approach  mirrors  the  same  pattern.  Therapist  2 
felt  more  confortable  with  the  cognitive  approach,  while 
therapist  3 felt  more  comfortable  with  the  self-control  tech- 
nique. This  coincidence  could  be  looked  at  in  many  ways. 
Therapists  may  be  more  effective  with  treatments  that  they 
are  comfortable  with.  Conversely,  they  may  be  more  comfor- 
table with  treatments  that  they  can  sense  are  having  a 
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Figure  1.  Pretest 
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greater  effect.  Or  it  could  be  that  a therapist's  treatment 
^-fficacy  snd  comfort  with  a particular  treatment  may  be  re- 
lated to  a third  variable,  such  as  knowledge  or  mastery  of 
the  technique,  or  some  personality  characteristic  which 
blends  well  with  a particular  treatment.  The  small  sample 
size  for  both  S^s  and  therapists  as  well  as  the  occurrence  of 
the  interaction  on  only  one  dependent  measure  does  not  allow 
for  further  speculations  or  conclusions  without  additional 
research. 

Locus  of  Control  Hypothesis 

There  was  no  evidence  of  a Locus  of  Control  X Group  in- 
teraction, lending  no  support  to  the  hypothesis  that  exter- 
nals would  do  better  with  the  cognitive  treatment  while  in- 
ternals would  benefit  more  from  the  self-control  technique. 
This  may  have  been  affected  somewhat  by  the  fact  that  the 
range  of  scores  present  was  skewed  toward  the  external  end 
of  the  scale.  A fairer  test  of  the  hypothesis  would  be  to 
screen  for  depressed  individuals  who  represented  both  ends 
of  the  continuum  on  the  Locus  of  Control  Scale.  It  may  be, 
however,  that  the  treatment  techniques  were  not  different 
enough  to  produce  the  expected  results,  or  that  Locus  of 
Control  is  not  a meaningful  personality  variable  to  attend 
to  in  this  type  of  treatment. 
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Qualifications  of  the  Results 
Representativeness  of  the  Sample 

Despite  the  small  sample  size  used  in  the  present  study, 
significant  treatment  effects  were  found  for  both  treatment 
techniques.  It  must  be  taken  into  consideration  that  these 
Ss  were  the  21  Ss  who  remained  in  the  treatments  and  that 
nine  J3s  did  drop  out.  There  is  always  the  possibility  that 
the  Ss  which  dropped  out  of  treatment  were  those  who  were 
not  benefiting  from  it,  even  though  analyses  of  the  pretest 
measures  failed  to  show  any  differences  between  the  Ss  who 
completed  treatment  and  those  who  dropped  out.  Conclusions, 
then,  must  be  limited  to  Ss  remaining  in  treatment. 

When  doing  an  analogue  study,  the  relative  representa- 
tiveness of  the  sample  to  clinical  populations  must  be  ad- 
dressed. In  the  present  study,  a description  of  the  Ss  can 
be  fairly  well  defined.  In  particular,  Ss  can  be  described 
as  women  between  the  ages  of  18  and  60  (mean=29) , who  have 
been  depressed  for  at  least  four  months,  who  scored  in  the 
Mildly  Depressed  range  (>10,  mean=23)  on  the  BDI , who  scored 
in  the  Clinically  Depressed  range  (>69,  mean=81)  and  who  had 
an  average  total  elevation  of  675.  Twelve  of  the  Ss  were 
college  students,  while  nine  were  not.  Such  characteristics 
would  seem  to  make  a relatively  strong  analogue  and  it  is 
felt  that  the  results  would  be  pertinent  to  a female  outpa- 
tient depressed  population.  The  sample  is  also  relatively 
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equivalent  to  that  used  by  Fuchs  and  Rehm  (1977) , Shaw  (1977) 
and  only  slightly  less  depressed  a sample  than  that  utilized 
by  Rush  et  al.  (1977),  as  best  can  be  judged.  Extrapolations 
to  other  populations  other  than  depressed  outpatient  women 
should  be  made  with  caution.  It  is  not  known  how  efficacious 
these  treatments  would  be  on  men  of  similar  symptomatology, 
though  there  is  no  strong  theoretical  argument  as  to  why  it 
would  not  work.  Research  would  need  to  be  done  using  a male 
population.  It  is  also  not  known  how  these  treatments  would 
benefit  more  severely  depressed  people,  such  as  those  who  are 
hospitalized.  It  may  be  that  such  patients  would  need  to  be 
mobilized  by  some  other  approach,  such  as  pharmacological 
therapy  before  they  could  be  able  to  participate  actively 
enough  to  benefit  from  these  types  of  treatments. 

Representativeness  of  the  Therapists 

Therapists  used  in  the  present  study  were  advanced  grad- 
uate students  in  clinical  psychology  trained  by  the  E.  Ther- 
apists were  given  a training  utilizing  didactic  material  ob- 
tained from  Fuchs  and  Rehm  (1977),  Shaw  (1977)  and  Beck  et  al. 
(1979) . Material  was  presented  in  both  a written  and  oral 
fashion.  Therapists  were  also  given  weekly  group  supervi- 
sion by  the  E throughout  treatment.  The  treatment  results 

then  could  be  those  expected  by  a reasonably  compe- 
tent therapist  who  had  studied  these  techniques  and  was  us- 
ing them  for  the  first  time.  Thus,  they  would  probably  be 
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applicable  to  many  practicing  clinicians.  Perhaps  ideally, 
the  best  comparison  of  these  two  treatment  modes  would  in- 
corporate the  use  of  therapists  who  were  masters  in  their 
relative  techniques.  Such  an  arrangement  would  best  test 
the  respective  treatments.  However,  this  procedure  would 
have  the  drawback  that  the  generalizability  to  the  average 
clinician  would  be  limited,  due  to  the  difference  in  skill. 

Therapists  of  both  sexes  were  used  in  the  present  study, 
and  though  the  number  was  too  few  to  analyze  for  a sex  ef- 
fect, all  therapists  were  able  to  produce  significant  reduc- 
tions in  depression  with  both  treatment  techniques.  Thus, 
at  present,  it  would  be  reasonable  to  suggest  that  the  treat- 
ment results  could  be  generalized  to  therapists  of  either 
gender,  though  this  would  need  to  be  investigated  further. 

Lack  of  Control  Groups 

A major  criticism  of  this  study  could  be  that  it  lacks 
any  form  of  control  group  and  that  the  changes  noted  across 
time  could  be  due  to  any  of  a number  of  factors , such  as 
spontaneous  remission,  placebo  effect  or  assessment  effects. 
This  criticism  was  addressed  in  the  design  stages  of  the 
present  study.  It  was  decided  that  their  respective  superi- 
ority to  non-directive  therapy  (Fuchs  & Rehm,  1977;  Shaw, 
1977;  and  Gioe,  1975)  or  waiting  list  control  groups  (Fuchs 
& Rehm,  1977;  and  Shaw,  1977)  had  already  been  demonstrated. 
The  logistic  aspects  of  recruiting  additional  Ss,  additional 
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therapists  and  additional  space  was  felt  to  outweigh  the  va- 
lidity advantage  of  adding  a control  group  in  this  case.  In 
evaluating  the  significance  of  the  changes  noted  in  the  pres- 
ent study,  the  degree  and  consistency  of  change  must  be  con- 
sidered. In  three  of  the  four  dependent  measures,  a signif- 
icant decrease  in  psychopathology  was  noted  at  the  end  of 
treatment  which  remained  or  increased  at  the  six  week  follow- 
up. The  average  overall  reduction  from  pretest  to  followup 
was  16  points  on  the  BDI , 16  points  on  the  MMPI-D  scale  and 
87  points  on  the  MMPI  Total  Elevation  score.  Addressing  it 
clinically,  at  followup  only  5 of  21  Ss  remained  depressed 
as  measured  by  the  BDI  and  only  9 of  21  Ss  remained  depressed 
as  indicated  by  their  MMPI-D  scale  scores.  These  would  seem 
to  indicate  large  meaningful  consistent  changes  not  represent- 
ing  just  spontaneous  remission  or  other  design  artifact.  Fi- 
nally, the  data  from  the  present  study  can  be  compared  to 
the  changes  other  examiners  have  obtained  with  various  wait- 
ing list  or  non-directive  treatment  control  groups  as  dis- 
played in  Table  2.  Again,  the  indication  is  that  the  changes 
produced  by  the  two  treatment  techniques  used  in  the  present 
study  are  larger  than  can  be  explained  by  non-treatment  fac- 
tors . 

Length  of  Treatment 

Since  the  group  treatment  format  of  the  cognitive  group 
was  a shortened  version  (from  eight  down  to  six  sessions)  of 
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Table  2.  Comparison  of  Group  Means  on 

Dependent  Measures  Across  Studies. 


Measure 

Group 

Pretest 

Posttest 

Followup 

BDI 

Self-Control 

25.09 

9.36 

9.73 

Cognitive 

20.40 

8.30 

4.30 

Nonspecific  Therapy* 

23.60 

14.30 

11.67 

Waiting  List* 

23.20 

21.40 

— 

Nondirective  Therapy** 

26.4 

16.3 

— 

Waiting  List** 

26.6 

25.0 

— 

MMPI-D 

Self-Control 

80.73 

67.45 

63.91 

Cognitive 

81.10 

69.20 

65.20 

Nonspecific  Therapy* 

83.90 

77.40 

71.11 

Waiting  List* 

80.90 

81.60 

— 

MMPI  Total 

Self-Control 

692.18 

609.00 

599.18 

Elevation 

Cognitive 

656.00 

593.30 

575.00 

Nonspecific  Therapy* 

681.10 

649.10 

612.56 

Waiting  List* 

666.00 

692.40 

— 

*Fuchs  and  Rehm,  1977 

*Shaw,  1977 
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that  used  by  Shaw  (1977) , it  could  be  argued  that  extending 
treatment  longer  than  six  weeks  might  produce  better  results 
for  the  cognitive  group  and  significant  differences  between 
the  cognitive  and  self-control  groups.  At  the  same  time, 

Beck  et  al.  (1979)  supports  a flexible  approach  to  the  dura- 
tion of  treatment  and  certainly  does  not  rule  out  short  term 
treatment.  Further,  the  E found  the  eight  session  format 
used  by  Shaw  (1977)  to  be  easily  condensed  into  a six  ses— 
sion  format.  Finally,  Shaw  obtained  significant  results 
with  his  eight  session  treatment  when  using  a four  week, 
twice  a week  format.  The  self-control  treatment  might  also 
show  greater  improvement  if  treatment  were  extended.  In 
summary,  there  is  little  reason  to  believe  that  extending  the 
duration  of  treatment  would  differentially  favor  either  the 
cognitive  or  the  self-control  treatments  of  depression. 

Conclusions  and  Implications  for 
Further  Research 

The  results  of  the  present  study  suggest  that  both  Beck's 
cognitive  treatment  of  depression  (Beck  et  al.,  1977)  and  Fuch 
and  Rehm's  self-control  treatment  of  depression  (1977)  are  ef- 
fective in  decreasing  depression.  This  is  consistent  with  pre 
vious  studies  and  provides  a needed  replication  of  Fuch  and 
Rehm's  work  (1977).  The  present  study  also  implies  that  the 
two  treatments  worked  equally  as  well  as  measured  by  the  de- 
pendent variables  of  this  study.  Both  techniques  incorporate 
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both  cognitive  and  behavioral  elements,  but  in  different  pro- 
portions. The  cognitive  approach  emphasized  the  cognitive 
elements,  while  the  self-control  technique  used  more  behav- 
ioral elements.  However,  given  the  results  of  the  present 
study,  the  hypothesis  should  be  entertained  that  the  two 
techniques  share  important  similarities  that  are  more  signif- 
icant than  their  differences.  As  stated  before,  both  share 
cognitive  and  behavioral  components.  The  behavioral  compo- 
nents would  seem  to  activate  the  client  and  provide  direc- 
tion for  change.  The  cognitive  elements  may  provide  new  per- 
ceptions and  insights  as  well  as  to  stabilize  the  changes  af- 
ter treatment  has  ended.  Both  treatments  also  seem  to  refo- 
cus the  depressed  individual's  attention  away  from  their  bad 
feelings  or  the  external  environment  and  onto  these  elements 
within  their  power  to  control  or  alter,  such  as  thoughts  or 
behaviors.  Such  a refocusing  of  attention  may  be  essential 
in  breaking  the  depressive  cycle.  The  restructuring  of  self- 
judgment  also  seems  to  be  a significant  component  in  both  of 
these  approaches.  In  the  self-control  approach,  this  is 
best  represented  in  the  self-evaluation  phase  in  which  the 
way  individuals  look  at  their  own  behavior  and  the  standards 
they  use  is  addressed.  The  corresponding  element  in  the  cog- 
nitive approach  would  seem  to  be  the  challenging  or  irration- 
al thoughts,  in  which  scathing  self-criticisms  and  dire  pre- 
dictions are  reexamined.  Largely  the  restructuring  of  self- 
judgment  would  seem  to  involve  a loosening  of  one's  standards 
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for  oneself  and  a reduction  in  self-punitive  behavior.  Such 
observations  are  theoretical  and  speculative,  but  further  re- 
search might  look  into  their  relative  importance  and  perhaps 
explain  the  effect  of  maximizing  one  or  the  other  of  these 
elements . 

Future  research  should  also  look  at  subject  and  thera- 
pist variables.  The  two  treatments  need  to  be  tested  on  male 
populations  as  well  as  on  more  clinical  populations.  Sever- 
ity of  depression  and  its  effect  on  treatment  efficacy  of 
the  respective  treatments  should  be  examined.  Level  of  edu- 
cation might  be  a relevant  variable,  especially  with  the  cog- 
nitive approach  where  a greater  level  of  abstract  thought 
would  seem  to  be  needed  to  grasp  some  of  the  concepts.  A 
greater  number  and  variety  of  therapists  need  to  be  utilized 
to  expand  the  generalizability  of  the  results  and  to  search 
for  possible  therapist  effects.  In  particular,  the  present 
study  suggests  that  some  therapists  may  be  more  effective 
with  one  of  the  techniques  than  the  other.  By  using  a larg- 
er number  and  variety  of  therapists,  the  hypothesis  could  be 
examined  in  greater  depth.  If  substantiated,  the  next  step 
might  be  to  search  for  those  variables  or  characteristics 
within  the  T that  might  account  for  the  difference. 

In  summary,  further  research  might  seek  to  factor  out 
the  necessary  and  sufficient  elements  of  treatment,  to  ex- 
pand the  generalizability  of  the  results  for  Ss  and  Ts , and 
to  examine  S and  T factors  that  might  differentially  affect 
the  two  treatments. 


APPENDIX  A 

SCREENING  QUESTIONNAIRE 


Name Date 

Current  Address 

Current  Phone_ Alternate  Phone 

Permanent  Address^ 

A<?e Marital  Status 

Occupation 

If  Student,  Year  & Major 

1.  Are  you  on  any  medication  or  drugs  at  present?  If  so 
please  specify  briefly. 


Have  you  ever  been  in  psychotherapy  or  received  coun- 
selling? If  so,  please  state  when,  for  how  long,  and 
what  your  experience  was. 


Are  you  currently  in  any  type  of  treatment?  If  so, 
please  describe  briefly. 


Have  you  ever  been  hospitalized  for  any  emotional,  be- 
havioral, or  psychological  problem?  If  so,  please 
state  when,  for  how  long,  and  what  your  experience  was. 


thoughts  have  you  had  about  dealing  with  your  de- 
pression and  contributing  problems? 


What  attempts  have  you  ever  made,  if  any,  to  improve 
your  condition  or  to  escape  or  end  it?  Please  describe 
briefly. 


Have  you  ever  felt  so  bad  that  your  thoughts  turned  to 
death  and/or  the  possibility  of  suicide?  Please  explain. 
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Are  you  able  and  willing  to  undertake  a program  of 
daily  efforts  to  improve  your  mood  and/or  style  of 
living? 

Please  list  below  the  days  and  hours  you  would  be  free 
to  attend  group  therapy  sessions  (plan  on  2 or  2 1/2 
hours  each) . 
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